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tremendous importance of the problems of mental hy- 

giene in modern society. We know that the institutional 
beds occupied by advanced cases of mental disease and mental 
defect are nearly equal in number to those occupied by all other 
sorts of sick persons taken together. We have good reason to be- 
lieve that a similar ratio holds with respect to the less acute types 
of mental and emotional disorder; and it seems probable that the 
total burden of these minor deviations outweighs in the aggregate 
that of the more obvious and acute cases. In the realm of so-called 
physical illnesses, we know that the “common cold” causes more 
disability than any other condition. So, in the mental field, the 
sum of the petty fears and doubts and prejudices, the innumer- 
able subconscious emotional reactions, which prevent everyone 
of us so-called normal beings from rational reactions to the real 
facts of life—these things handicap our society far more than 
does the financial burden of caring for the violently insane and 
the feeble-minded. 

In family life, in industry, in politics, in international affairs, 
these are the real obstacles to fruitful living. There are real issues 
between individuals, between social classes, between nations. Yet 
few of these issues could not be solved by rational analysis and 
practical compromise if the ghost of the defense reaction could 
be exorcised from the council table. A word or a phrase, “Social- 
ism,” “Wall Street,” “State Medicine,” “Catholicism,” “the Con- 
stitution” arouses emotions quite out of proportion to the context 
in which it may appear, because it touches off some hidden fear- 
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complex, of which we may be consciously quite unaware. The 
person of naturally “conservative” temperament fears chan 
and novelty, exactly as some people are terrified by looking down 
from a high place. The person who is naturally inclined toward 
movement and action and adventure, fears the pressure of the 
status quo with a similarly unreasoning terror—just as some 
people are acutely miserable when they are shut up in a small 
closed room. The liberal is driven to irrational desperation by the 
fear of the power of the established order, just as the conservative 
is put in a similar frame of mind by the menace of red revolution; 
and, in either case, the power of rational thought is temporarily 
lost. 

We owe a great debt to Vilfredo Pareto for emphasizing these 
facts. It is highly significant that the American translators of his 
monumental work should have entitled the English edition, THe 
MIND IN sociETY. It is not really a “Treatise on General Sociology” 
as Pareto himself called his book in Italian. It is an overwhelming 
demonstration of the importance of mental hygiene (or mental 
illness) as a factor in human society. 

In general terms, then, there can be no doubt of the supreme 
importance of the problems of mental hygiene. Of their quantita- 
tive significance in an average random population we have no 
exact knowledge; and this is the first major problem in the field 
which needs exact study. We have statistics of cases of mental 
disease and defect so serious as to receive institutional care; but 
these figures are determined more by the capacity of existing 
institutions than by the real need for such care. We have some 
good studies of the psychological status and behavior problems 
of school children; and others dealing with the mental and emo 
tional status of criminal and delinquent groups. We have some 
investigations of a few typical cases of families on the relief rolls. 
All these fragments of information emphasize the general im- 
portance of the problem. What we really need, however, is an 
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intensive study of a representative sample of unselected families 
to determine as nearly as possible what mental hygiene problems 
actually exist in such a group. How many representatives of such 
a sample population are in institutions for mental disease and 
defect? How many more should be in such institutions? How 
many children have experienced serious problems in school due 
to mental retardation or behavior abnormalities? How far is the 
family life handicapped by such problems? How far is the eco- 
nomic status of the family conditioned by them? How far are 
obvious recognized illnesses such as heart disease, cancer, tuber- 
culosis complicated by emotional factors? What is the total bur- 
den of mental disease and defect in such an average group of 
the population ? 

The readers of the Quarterly will remember how illuminating 
was the discovery at Framingham that for every known case of 
tuberculosis in the community there were nine other unrecog- 
nized cases. They will recall, too, the startling results of the study 
made by the Committee on the Costs of Medical Care of ordinary 
health needs and the adequacy with which those needs are met 
or not met in various economic groups. In the field of mental 
health, we have not yet had even our Framingham demonstration. 

The second problem which cries out for solution is the question 
how we can begin to meet the most urgent mental hygiene needs 
of the community, once those needs have been clearly and quan- 
titatively evaluated. Here, too, there is an urgent demand for 
social research; and the experience of the past twenty years has 
given us a reasonably sound basis for at least an experimental 
approach. 

The mental hygiene problem has been attacked in the past 
along two different lines, neither of which has led to the goal in 
view. On the one hand we have had amateurs without adequate 
medical background talking about the subject in such a way as 
to arouse unjustified hope and meddling with human personality 











214 The Milbank Memorial Fund Quarterly 


in such a way as to do harm rather than good. On the other hand, 
we have had a rather small group of physicians who were compe. 
tent psychiatrists and who were at the same time also really 
interested in the community program for prevention of mental 
disease. These men have striven nobly and—as individuals— 
soundly, for the cause of mental health; but two serious handi- 
caps have limited their efforts. In the first place, our mental 
hygiene clinics and behavior clinics have, for the most part, been 
conducted as more or less separate and isolated enterprises which 
have done admirable work with a small number of cases but 
have, as a rule, made singularly little impression on the thinking 
of the communities in which they operate. This would not per- 
haps matter much if the psychiatrists and psychiatric social workers 
of the separately-organized mental hygiene clinic could by them- 
selves meet an appreciable part of the community need; but the 
volume of such service is insufficient to do more than scratch the 
surface. 

Let me illustrate by our experience at Yale. At the height of 
our mental hygiene program for the university students (since, 
unfortunately, curtailed for financial reasons) we had four full- 
time psychiatrists serving as mental hygiene counsellors for our 
5,000 students. These four psychiatrists were kept busy—and 
fruitfully busy—in aiding 5,000 “normal” young men and women 
to lead normal lives. But to render a service of similar kind to 
the population of the United States would require the training 
and employment of nearly as many more psychiatrists as there 
are now physicians of all sorts in the country. 

Clearly, it is impossible to solve this problem by the efforts of 
psychiatrists and psychiatric social workers alone. It is worse than 
useless to attempt to meet the situation by unguided or misguided 
efforts on the part of untrained enthusiasts. Nor is it feasible to 
forget the whole situation and wait till the progress of fifty years 
has automatically clarified it. The men and women who are liv- 
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ing today are fighting their daily battles. They need, they de- 
mand, they deserve, the best aid which our present knowledge of 
the danger and our present weapons of defense permit. 

We feel in the State of Connecticut that the tentative experi- 
mentation of the past few years, under the leadership of Dr. Van 
Norman Emery, medical director of the Connecticut Society for 
Mental Hygiene, has led us to a possible solution of the problem. 
Granting that mental hygiene service must be built on sound 
psychiatric knowledge and admitting that the psychiatrist can- 
not do the job alone—we have begun to visualize a different 
type of program which seems to us full of promise. It involves 
the use of the psychiatrist not as the head of a separate and iso- 
lated unit but as the center of a permeating influence operating 
through all the existing social agencies of the community. In one 
town, for example, where financial resources made available only 
a sum of $2,500, Dr. Emery recommended, not the establishment 
of a separate mental hygiene clinic, but the employment of a 
psychiatrist to give half a day a week in the office of the nursing 
association, half a day in the office of the family society, and half 
a day in another local agency, working out with the staff of each 
agency on its own ground the attitudes of approach to the minor 
emotional problems of their clients and dealing himself, as a 
consultant to the agency, with the more serious of such problems. 
In this way, the psychiatrist enlists not one but fifty social workers 
in at least a moderately intelligent attack upon the actual prob- 
lems of the community as a whole. In New Haven the remark- 
able development of mental hygiene in our Family Welfare 
Society and our Visiting Nurse Association illustrates what may 
be accomplished along such lines. On some such basis as this, we 
believe that a really sound attack can be planned to meet the 
mental hygiene needs of the community of today. 

I am confident that the time is ripe for a carefully planned 
community study of the needs of a typical American population 
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in the field of mental hygiene, of the best community machinery 
for meeting those needs, of the costs of operation for a practical 
program, and of the results actually obtained. 

Such a program should, in my judgment, be set up quite inde- 
pendently of the organized public health program of the com- 
munity, cooperating with that program as it should with every 
social agency, but not organically a part of the health department, 
or of the public school system. As a public health man I should 
like to magnify the importance of my professional colleagues. 
Furthermore, I appreciate the abstract argument that ‘mental 
health and physical health are both parts of the same problem. 
This argument is, however, logically but not psychologically or 
practically sound. As a matter of concrete experience it would be 
difficult to cite a single case in which any important progress in 
mental hygiene has been made under the auspices of a health 
department; and there are good reasons why this should be so. 
The problem, as we have seen, is equivalent—not to any one 
aspect of physical health—but to the whole area covered by the 
traditional public health program. It is too large to be handled 
by a bureau chief under the health officer. Its problems are quite 
different from those with which the health officer deals. Its 
methods are quite different from his. The social agencies with 
which it deals are different. It would be sounder, if we look at 
realities and not at the word “hygiene,” to relate a mental hy- 
giene program to the Board of Education or to the Welfare De- 
partment than to the Board of Health. If mental hygiene is to 
permeate all these agencies and all the other social agencies of 
the community it should be independent from, and autonomous 
with all. 

In exploring the possibilities of the modern mental hygiene 
program, I should like to see a separate central directing unit 
set up—buttressed by definitely established connections with the 
board of health, the board of education, the official and voluntary 
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welfare agencies, the public health nursing group, the parent- 
teacher organizations, the medical society, hospitals, and dispen- 
saries. With, and through, these agencies, it should make its study 
of needs, develop its practical program (which would be largely 
the program of the affiliating agencies), and measure the results. 

The material for study should be an unselected representative 
cross-section of the population. It has often been suggested that 
such an experiment should be made in a small community and 
should cover the area in its entirety. I am convinced that such a 
plan is Utopian. The mental hygiene program must be built into 
an established and well-developed nexus of the conventional 
health and welfare agencies if it is to function effectively. Where 
such a nexus does not exist—as is the case in small communities— 
the problem simply cannot be solved within the bounds of reason- 
able expense. We have not yet provided fundamental health and 
social services for rural areas. When we have done so—and when 
we have developed our mental hygiene program under the favor- 
able auspices of urban life—it will be time to consider a rural 
demonstration in this field. 

In a well-organized urban area, which offers the possibility of 
a real mental hygiene program, it should be possible to obtain 
our sample group by such a method as that which has been used 
by the Institute of Human Relations at Yale in selecting a group 
of families for continuing study of the social problems of New 
Haven. If a group of a thousand families, quantitatively repre- 
sentative of all classes and races in the population were thus 
selected, the first step would be to study the extent of mental and 
emotional handicap within this group. The investigation could be 
accomplished in large measure through the social workers and 
nurses in actual contact with individual families (as was done in 
the C.C.M.C. study of the incidence and cost of illness), supple- 
mented by study of school records, court records, and industrial 
experience. For each problem, the planning psychiatrist would 





218 The Milbank Memorial Fund Quarterly 


devise a line of approach which in most instances would again be 
through existing agencies, to whom grants could be made to cover 
the additional service involved. Teachers, parents, family phy- 
sicians, nurses, social workers would be enlisted in the common 
task; and every step taken would add a new stroke to the picture 
of an ideal community program. 

Meanwhile, a similar group of a thousand families should be 
studied with equal care as to the extent of their mental hygiene 
problems and left to the impact of the normal social forces of the 
community, but kept under systematic observation as a “control” 
to the “experimental” group. Thus, statistics as well as indi- 
vidual case-studies would make it possible to estimate the results 
actually attained. How many of the first group and how many of 
the second group developed progressive mental disease sufficient 
to require institutional care? How many came into conflict with 
the courts on account of problems involving mental hygiene? 
How many fell in the economic scale for similar reasons? How 
many families were broken up? How many children developed 
behavior problems in school? 

Such a study as this would take a period of ten years and would 
require generous financial support. It would be much more diff- 
cult than the study of such a community problem as tuberculosis; 
and the results would be less clear-cut and conclusive. I am confi- 
dent, however, that such a community experiment could be so 
planned and carried out as to give us for the first time a clear 
and accurate view of the real extent of the mental hygiene prob- 
lem, to develop a sound and effective community program for 
dealing with that problem, to give at least a first approximation 
of its cost, and to demonstrate concrete accomplishments worth 
those costs many times over. 

Mental hygiene awaits its Framingham experiment. To conduct 
such an experiment is perhaps the greatest single opportunity of 
today in the whole field of social welfare. 
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by Crarzes F, Botpuan, M.D." 


reports covering the work of New York City’s Health De- 
partment fifty or more years ago, and to see the problems 
which faced our predecessors. Still more fascinating is it to go 
back to the beginning of the nineteenth century and note the 
course of the general death rate during the long period from that 
time to the present, as is done in the graph reproduced herewith. 
The death rates for the early part of this period are, of course, 
not exact. It must be remembered that the compulsory reporting 
of deaths was not in force until after the middle of the nineteenth 
century. The record of deaths up to that time is based on the 
compilation of interment records, and is admittedly incomplete. 
But the death rate as plotted is at least the minimum during the 
first half of the century. On the other hand, it is not probable 
that the rates were much higher. It is true that from time to time 
the City Inspector’s reports during the 30’s and 4o’s lament the 
fact that in case of burials outside of the City there is often no 
record of death. However, in view of the fact that there was 
ample room for cemeteries on the Island of Manhattan and that 
ferry transportation was still most primitive, it is very doubtful 
that there was any significant proportion of burials outside of 
New York City during the first quarter of the nineteenth century. 
All in all, the writer believes that the death rates plotted in the 
graph constitute a tolerably accurate index to health conditions in 
New York City since the beginning of the nineteenth century. 
One is struck at once by the appalling death rates recorded in 
1832, 1849, and 1854, when cholera devastated the City. Had we 
gone back to 1798, yellow fever would have shown 1,500 deaths 
in a population of approximately 60,000. This outbreak is men- 
1 Director of Health Education, New York City Department of Health. 
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tioned to illustrate the very grave risk run by the physicians of 
those days, for of approximately forty physicians practising in the 
City at that time, sixteen fell victims to that fearful epidemic. 

After the epidemic of 1798, yellow fever appeared in this City 
repeatedly, and as late as 1870 was charged with 200 cases. Small- 
pox, it will be noted, was almost constantly present, being charged 
with 1,666 deaths in 1872, over 500 in 1881, and 132 even as late 
as 1891. 

Terrible as these various epidemics were they created no such 
fearful panics as did the several epidemics of cholera, which, 
incidentally, followed those in Europe. We of today still recall 
the pandemic of influenza in 1918, which exacted what we con- 
sidered to be an enormous toll of lives in New York. A glance 
at the course of the death rate shows how insignificant this was 
in comparison with the epidemics of cholera during the first half 
of the nineteenth century. When cholera appeared many persons 
fled the City in terror. They did so also during the epidemic of 
yellow fever in 1798, a contemporaneous account pointing out 
that many even moved their entire families to Greenwich Village 
on the shores of the Hudson! 

During the several cholera epidemics the prevailing death rate 
was approximately doubled. From about 25 per thousand it sud- 
denly jumped to 50 per thousand. Should present-day New York 
City have a death rate of 50 per thousand, it would mean over 
350,000 deaths in place of the 75,000 which now occur per annum. 
But even if an epidemic disease were to cause a doubling of the 
present death rate such an event would properly be regarded as 
an appalling calamity. However, in the present state of medical 
knowledge and application such a calamity is so remote as to be 
almost unthinkable. 

While the course of the City’s death rate during the last eighty 
years as here recorded is most gratifying, there is danger that it 
may make us too complacent, and inclined to believe that there is 
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little left for health officers to do. The fact is that we are still faced 
with many important and difficult health problems. Although 
many of the infectious diseases which formerly constituted the most 
serious menace to health have been effectively controlled, tubercu- 
losis and syphilis, both preventable infectious diseases, still rank 
among the major causes of death. In recent decades the diseases of 
later adult life have been assuming even greater importance. Dis- 
eases of the cardio-arterio-renal system, cancer, diabetes—these are 
some of the conditions to which we must direct our efforts. The 
rising death rate from automobile accidents must give us grave 
concern. The reason for the high death rate from appendicitis 
must be investigated. Something must be done to reduce maternal 
mortality and the deaths of infants during the first month of life. 
In other words much still remains to be done, and complacency 
over progress during the past seventy-five years is entirely out of 
order. Let us rather use this graph as an incentive to do as well as 
did our predecessors. 
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LIFE TABLES FOR CHINESE FARMERS 
by Harry E. Seirert* 


O one can properly understand the enormous diff- 
N culties facing the introduction of Western sanitation 

and medicine into China, or of changing the political, 
economic, and cultural life of the country without taking into 
consideration the vital forces of birth and death which are at 
the roots of many of the most serious problems presented in that 
country. Neither is there any better way to gain an appreciation 
of what modern sanitation, medicine, and technical achievement 
have done for health in the West than to study the hazards of 
life among the peasants who constitute about 85 per cent of the 
population of China, and perhaps one-sixth of the population of 
the world, and who as yet are virtually untouched by these 
developments. 

Much has been written about health in China but, due to the 
absence of official registration of deaths, virtually all such dis- 
cussions are based on the impressions of students familiar with 
the country, upon isolated studies of single communities or upon 
data from sections of large cities into which Western culture has 
penetrated. It is believed that the following tables present for the 
first time a picture of mortality conditions for a large section of 
the rural Chinese population. 

The opportunity to collect population and vital statistics of areas 
representative of rural China on a larger scale than has hitherto 
been possible was afforded by the study of land utilization made 
by Professor J. Lossing Buck of the University of Nanking for 
the China Council of the Institute for Pacific Relations. With the 
assistance of the Milbank Memorial Fund, additional data were 
secured relating, among other things, to the age and sex distribu- 


1 From the Milbank Memorial Fund. Acknowledgment is gratefully made to Profes- 
sor Lowell J. Reed of The Johns Hopkins University for his advice concerning the 
Statistical procedures used in this study. 
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tion of the living population and of the people who died during 
the survey year. These data, which were collected under the 
direction of Professor Chi-ming Chiao, were coded in China and 
forwarded to the Fund for tabulation and analysis.’ 

The material was collected during the years 1929-1931 by the 
sampling survey method. University students selected, from dis- 
tricts with which they were personally familiar, areas that they 
considered to be typical of the various types of rural communities, 
These areas, with populations ranging from 396 to 6,260 inhabi- 
tants, were then enumerated as completely as possible by residents 
of the districts, who had been trained for the task and whose 
work was supervised. Altogether the survey included 119 localities 
in seventeen provinces and yielded information for 46,601 
families. 

Examination of the crude birth and death rates for individual 
areas made it clear that in spite of the care taken to obtain reliable 
data a number of areas had been inaccurately enumerated. Some 
of the rates were impossibly low, indicating a failure on the part 
of certain enumerators to record all of the births and deaths. Such 
a finding is not surprising when we consider the obstacles facing 
the investigation of an illiterate and superstitious population by 
enumerators with little experience in making field studies and 
only a hazy idea of the use to which their reports would be put. 
The surprising thing is not that the survey was poor in a few 
areas but that it was apparently so reliable in the great majority 
of areas, so far as can be judged by internal evidence. 

In order to secure as accurate information as possible, a some- 
what arbitrary procedure was adopted by which the data were 
rejected for those areas in which it was most obvious that a sub- 

2 For further details about the study and for a preliminary analysis of the data 
secured from 12,456 families enumerated early in the investigation, see: Chiao, Chi- 
ming: A Study of the Chinese Population. Reprinted from the Milbank Memorial Fund 
Quarterly Bulletin, xi, No. 4, October, 1933, and from the Quarterly, xii, No. 1-3, 
January, April, and July, 1934. 
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stantial proportion of the births or deaths had been omitted. If, 
after making ample allowance for the fact that low rates might be 
due to specific local conditions or to chance errors arising from 
small numbers, the 
birth and death rates 
appeared unbelievably 
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ior areas (Fig. 1) for which we have the records of a living 
population of 105,427 males and 97,190 females and of 2,817 
male deaths and 2,682 female deaths with which to construct 
the rural Chinese life tables. The lowest birth and death rates 
in the ror areas retained were 10.8 and 9.7 respectively, while 
for all areas combined the crude birth rate was 38.3 and the 
crude death rate 27.1. It is probable that even these rates are 
lower than the actual conditions warrant since the areas were 
’The actual procedure was to rank the areas which had been enumerated on the 
tevised schedule in the orders of their crude birth and death rates and to select the 
first quartiles. Curves whose points were the first quartiles minus 30 were then 


plotted for a series of n’s. When either the birth or death rate of any area fell below 
the curves, the area was rejected. 
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retained whenever it appeared possible that the low rates might 
be due to sampling errors. Doubtless some of them were actually 
due to faulty enumeration. This is also suggested by the fact that 
the infant mortality rate found by the survey was 156 while in 
Ting Hsien where the registration system is well established it 
was 199 in 1933.° The actual infant mortalities may differ since 
the survey areas are scattered all over China while Ting Hsien 
is only a single county. However, the crude birth and death rates 
of 38.3 and 27.1 found by the survey were very close to those of 
40.1 and 27.2 reported in Ting Hsien.” In general, such evidence 
as there is suggests that, while the survey data present a some- 
what over-optimistic picture of the mortality conditions in rural 
China, they are, on the whole, surprisingly reliable. 

The life tables for India,° Japan,’ the United States, and New 
Zealand* have been selected for comparison with those for rural 
China. India was chosen as an Oriental country having a dense 
population and low standards of living in which Western sanita- 
tion and medicine still remain unavailable to the great majority 
of the population. However, it is more largely tropical than China. 
Japan is included as the Oriental country which has introduced 
Western sanitation, medicine, and technical procedures most rap- 
idly. New Zealand was selected as the country with the most 
favorable mortality experience and the United States as the one 


#Ch’en, C.C., M.D., M.P.H.: Public Health in Rural Reconstruction at Ting Hsien. 
The Milbank Memorial Fund Quarterly, October, 1934, xii, No. 4, p. 374. 

5 Ibid. 

6 CENSUS OF INDIA, 1931. Delhi, India, Manager of Publications, 1933, Vol. I, Part I 
Report, pp. 173-174. 

7 Saito, H.: Sur la Table de Mortalité des Japonais. No. 4, xix®, Session de I'Institut 
International de Statistique, Tokio, 1930. 

8 The life tables for the United States and New Zealand were generously furnished 
by the Statistical Bureau of the Metropolitan Life Insurance Company. Those for the 
United States relate to the white population of the 1929 Death Registration States 
during the period 1929-1931, and were published in abridged form in “The Longevity 
of Our Neighbors in Canada,” Statistical Bulletin, Metropolitan Life Insurance Company, 
November, 1933, xiv, No. 11, p. 2. Those for New Zealand appeared in “New Zealand 
Tops the World for Longevity,” Statistical Bulletin, Metropolitan Life Insurance Com- 
pany, May, 1934, xv, No. 5, p. 6. 
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Fig. 2. Number of male survivors at each age out of each 100,000 born alive. 


with which we are most familiar. It is unfortunate that in all 
four of these countries the tables relate to the whole population 
and not, as in China, simply to the rural groups. The tables for 
New Zealand and the United States are the most accurate. Those 
for Japan are less accurate but probably better than those for 


either India or China. The data on which the Indian tables are 
based evidently are far from satisfactory. Like those for China, 
they probably understate the true force of mortality. 

In interpreting the life tables to follow it must be borne in 
mind that they merely express the mortality experience of a popu- 
lation observed during a short period of time as if it were that 
of a generation passing through life. Actually the two are the 
same only if mortality does not change for the period of a life- 
time. In a country like China any generation passing through life 
would be exposed in some degree to the hazards of famine, floods, 
wars, and epidemics. The data gathered by a survey during a 
relatively uneventful three-year period will not reflect the deci- 
mating effects of such catastrophes. 

Figures 2 and 3 and Tables 4 and 6 present the number of 
survivors at specified ages from 100,000 persons of each sex born 
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Fig. 3. Number of female survivors at each age out of each 100,000 born alive. 


alive, 2. ¢., the 1, functions of the life tables. Since the number of 
survivors at any age is affected by the mortality hazards of all 
preceding ages through which they have passed, the curves for 
the countries start together but separate rapidly as the mortality 
rates of individual countries take their different tolls. From the 
first there are more survivors in New Zealand than in the United 
States and many more in the United States than in Japan. Except 
for the first year of life, Japan in turn has many more survivors 
than China, thanks to its lower child mortality. In both China 
and India the number of survivors is tremendously reduced dur- 
ing the first ten years. In the first year of life the reduction is 
much greater in India than in China but for the remainder of 
the first ten years it is apparently greater in China than in India. 
After thirty the numbers of survivors in India drop far below 
those in China. 

A more definite picture of the hazards of life during the first 
year is given in Table 1 which shows the probability of dying 
between birth and the end of the first year of life. This, it will 
be recalled, amounts to an infant death rate expressed in terms 
of one instead of the usual one thousand births. Unfortunately, 
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the rates are likely to be among the least reliable of all, par- 
ticularly in the case of China and India, because of the difficulty 
of securing complete enumeration of infant deaths. However, 

Table 1. Probability of dying between birth © NO Close scrutiny is re- 











and age 1, by sex, for various countries. quired to see that the dif- 

pn Aap poe pn Be ferences are large. The 

— mortality during the first 

Male Female n ‘ 
opens : year of life is between 
New Zealan 1931 -0384 0255 

United States | 1929-1931 .0609 0482 One and one-half and 

Jopen | 2922-1925 | «1620 ‘1442 two times as high in the 
Rural China! | 1929-1931 1615 1549 7 . 

India 1931 .2487 .2323 United States as in New 

















TThe differences between these figures and Zealand, nearly three 
those obtained by dividing the infant deaths by ' Ree cgps 

the number of births are insignificant. times as high in Japan as 
in the United States, and more than one and one-half times as 
high in India as in Japan. In China, according to the table, it is 
about the same as in Japan, but actually it is probably higher 
though by no means as high as in India. Without making any 
allowance for understatement in the tables, male infant mortality 
is about four times as high in China as in New Zealand and that 
for females is about six times as high. 

In New Zealand and the United States the number of female 
survivors from 100,000 births is greater than the number of male 
survivors to the same age throughout the entire table (Table 4). 
In all three of the Oriental countries, however, there is a con- 
siderable period beginning between ages 20 and 30 when the 
numbers of male survivors exceed those of females. The source 
of this difference is clearly shown in Figure 4 which permits a 
comparison of the male and female probabilities of dying (q, 
values) for a series of ages beginning with ten. In the two West- 
ern countries female death rates are generally a little lower than 
those for males, but in the Oriental countries the death rates are 
substantially higher for females throughout the entire childbear- 
ing period, and even longer in the case of India where the dif- 
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Fig. 4. Male and female probabilities of dying in a given year at selected ages. 
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ference is most marked. This excessive female mortality during 
the reproductive period arises doubtless in large part from almost 
continuous childbearing in an environment of abject poverty and 
ignorance. 

Especial interest attaches to the age at which 50,000 people still 


survive from 100,000 born alive, that is the age to which a baby 
born alive has an even chance of survival; or, putting it another 
way, the median (middle) age at death of a group starting life. 
This age, which is called Table 2. Age to which one-half of the per- 
“the probable duration of sons born alive survive, by sex, for various 
life.” is oi in Tabl countries. 

ee eae Age to Which One-Half 
for each of the countries Country Date _ | of Those Born Survive 
under consideration. The Male | Female 
differences are startling. NewZealand| 1931 71.6 73.9 

r United States | 1929-1931 66.5 70.0 

One half of the people Japan| agar-1ms} 50.3 yee 
born in India scarcely at- Rural China | 1929-1931 | 28.0 26.3 

‘ ‘ ea India 1931 21.8 23.0 
tain their majority, and 
one-half of those born in China die before they are 28. In New 
Zealand, on the other hand, one-half of those born surpass even 
the Biblical standard of seventy years. In that country the prob- 
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Fig. 5. Complete expectation of life in years for males at each age. 


able duration of life is more than two and one-half times as long 
as in China, and more than three times as long as in India. When 
we see that in China one-half of the females born alive die 
before they are 26 years of age, we begin to appreciate how high 
the fertility of those who do survive must be to maintain a 
growing population. 

The complete expectation of life at birth, like the probable 
duration of life, summarizes the mortality conditions of a coun- 
try by showing the average length of life, but the average used 
is the arithmetic mean (common average) instead of the median. 
The probable duration of life is more interesting to the individual 
since it tells him the age to which he has an even chance of 
surviving, but the expectation of life is better known because of 
its usefulness to insurance companies which require an average 
that, when multiplied by the number of persons, will yield the 
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exact number of person-years to be lived by the insured group. 
The arithmetic mean which gives weight to extremes is the only 
average that has this property. This expectation of life, or arith- 
metic mean of the number of years lived, is given for the time 
of birth and for each succeeding age in Tables 5 and 6 and Fig- 
ures 5 and 6. It must be remembered that, unlike the survival 
values which are influenced by mortality rates at all earlier ages, 
the expectation of life for any age is affected by the mortality 
rates of all later ages. 

The expectation of life at birth (Table 3) is particularly inter- 
esting because it summarizes the effect of the mortality experience 
of all ages. Unfortunately, it is also less reliable than the ex- 
pectancy for later ages, because of the difficulty of securing accu- 
rate data on infant mortality. However, it appears probable that 
the expectancy of females at birth does not exceed that of males 


Fig. 6. Complete expectation of life in years for females at each age. 
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in China and India, as it does in the other countries. This is due 
principally to the excessive female mortality occurring, as we 
have already seen, in the childbearing period. It also is clear that 
Table 3. Complete expectation of life at life expectancy at birth 
birth in years, by sex, for various countries. in China is more favor- 
Complete Expectation of able than in India and 

Life at Birth in Years i 
less favorable than in 

_ | Japan, where, in turn, it 
pains ; -_. - - 4 is much less favorable 
Japan rgur-1g15 | 42.06 43.0 than in either the United 
Rural China | 1929-1931 | 34-85 34-63 = States or New Zealand. 
India 1931 26.91 26.56 Ry 

In Japan today it is about 
the same as it was in Massachusetts forty-five years ago; while in 
China today it is not much different than it was in Massachusetts 
and New Hampshire nearly 150 years ago.” 

In all three of the Oriental countries the maximum expectation 
of life occurs at a later age than in New Zealand and the United 
States due to the very high death rates of childhood. In China, 
apparently, this maximum is not reached until about age seven. 
After age ten the curves for China and Japan differ little. In fact, 
in the case of the males, the Chinese expectancies exceed the 
Japanese. Probably this difference is not real since, as has already 
been pointed out, the Chinese data tend to exaggerate the actual 
expectancies. However, it is clear that for ages after ten the 
expectations of life in China are greater than in India, not radi- 
cally different than in Japan, and throughout the early adult ages 
much less than in the United States and New Zealand.” 


® Sydenstricker, Edgar: HEALTH AND ENVIRONMENT. New York and London, McGraw- 
Hill Book Company, Inc., 1933, p. 164. 

10 The life expectancies shown here for ages after twenty are higher than those found 
by Dr. I-chin Yuan in his “Life Tables for a Southern Chinese Family from 1365 to 
1849.” (Human Biology, May, 1931, iii, No. 2, pp. 157-179.) However, the two studies 
are scarcely comparable. His most recent tables which are based on genealogical records 
and begin at age twenty, relate to persons born between 1800 and 1849 and to a 
Population living near Canton, a district from which little of the material of the 

(Continued on page 235) 
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Table 4. Number of survivors out of 100,000 born alive for each sex at 
selected ages for various countries. 





New Zeatanp | Unrrep Srartzs Japan Inp1a 
Acs 1931! 1929-1931? 1921-1925 19314 
Male | Female} Male }'Female| Male | Female | Male | Female 








100,000 | 100,000 | 100,000 | 100,000 | 100,000 | 190,900 | 100,000 | 100,000 
96,165 | 97,452] 93,914] 95,179] 83,796| 85,600] 75,126} 76,766 
955730 | 97,090] 92,986 | 94,350} 79,736] 81,528) 68,230) 70,127 
952442 | 96,876 | 92,490] 93,911] 77,654] 79.386] 64,380] 66,576 
95,242 | 96,679 | 92,145 | 93,601] 76,369] 78,004) 61,856] 64,314 
95,086 | 96,491 | 91,869] 93,362] 75,567] 77,110] 60,161] 62,817 
94,466 | 95,934| 90,973] 92,629] 73,749] 75.102] $6,467) 59,369 
92,956 | 94,868 | 89,099] 91,125 | 69,336] 69,379] $1,203 | 52,833 
90,580} 92,522] 85,944] 88,195 | 62,950] 61,885} 43,931 | 42,675 
87,388 | 89,288 | 81,685 | 84,468} 57,618] $5,536) 345563 | 31,778 
82,240 | 84,959] 74.528) 78,795} $0,267] 49,411) 24,348 | 21,464 
725353 | 76,884] 62,170} 68,643 | 38,517] 41,055 | 14,933 | 13,210 
54,007 | $9,969] 42,091 | $0,073] 21,591] 27,465] 7,036| 6,627 
24:727 | 30,960} 17,339] 23.094| $,806] 10,109] 1,514) 1,631 
3,268] 4,410] 2,371] 3756 279 727 17 cE 
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1 See footnote 8. 
3 See footnote 8. 


® See footnote 7. 
* See footnote 6. 


Table 5. Complete expectation of life in years for each sex at selected ages for 
various countries. 





New Zzatanp | Unirzp Srarzs japan Inp1a 
Ack 1931! 1929-1931? 1g21-1925% 19314 
Male | Female | Male | Female} Male | Female | Male | Female 








65.04 | 67.88 | 59.32 | 62.83 | 42.06 | 43.20 | 26.91 | 26.56 
66.61 | 68.64 | 62.12 | 64.99 | 49-14 | 49-42 | 34.68 | 33.48 
65.91 | 67.89 | 61.73 | 64.55 | 50-62 | 50.86 | 37.14 | 35-60 
65.11 | 67.04 | 61.06 | 63.85 | 50.96 | 51.22 | 38.33 | 36.48 
64.24 | 66.18 | 60.29 | 63.06 | 50.82 | 51.12 | 38.88 | 36.75 
63.35 | 65.30 | §9-47 | 62.22 | 50.35 | §0.71 | 38.96 | 36.61 
58.75 | 60.67 | $5.03 | 57-70 | 46.53 | 47-00 | 36.38 | 33.61 
49.61 | 51.28 | 46.07 | 48.55 | 39-10 | 40.38 | 29.57 | 27.08 
40.78 | 42.45 | 37-57 | 39-99 | 32-59 | 34-69 | 23-60 | 22.30 
32.07 | 33.80 | 29.25 | 31.53 | 25-13 | 28.09 | 18.60 | 18.23 
23.73 | 25.24 | 21.54 | 23.41 | 18.02 | 20.95 | 14.32 | 14-65 
16.22 | 17.30 | 14.73 | 16.05 | 11.87 | 14.12 | 10.25 | 10.81 
9.87 | 10.63 9-22 9.98 7-11 8.44 6.35 6.74 
5-45 | 5-63 | 5-27 | 5-66 | 3-87 | 4-41 | 3-33 | 3-25 
1.89 2.00 2.88 ‘25 1.95 2.04 1.18 
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1 See footnote 8. 
2 See footnote 8. 


3 See footnote 7. 
* See footnote 6. 
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Male 
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Male 


Female 
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100,000 
83,850 
752392 
79,452 
67,065 
64,541 
62,636 
61,206 
60,093 
$9,272 
58,670 
56,232 
539834 
$1,532 
48,983 
46,925 
44,716 
41,880 
38,715 
34,865 
29,642 
23,908 
18,050 
11,602 

6,557 
3,116 
584 





100,000 
84,506 
75,658 
70,639 
67,316 
64,909 
63,123 
61,748 
60,729 
59960 
59.432 
$7,020 
53,885 
$0,814 
47,840 
45,064 
425395 
395732 
37,000 
33581 
29,207 
24,103 
18,200 
12,806 

8,071 
4,073 
1,508 





34.85 
40.28 
43-63 
45-58 
46.81 
47-58 
47.98 
48.07 
47-93 
47-57 
47 -0§ 
43-93 
40.74 
37-40 
34.16 
30.52 
26.84 
23.41 
20.04 
16.85 
14.19 
11.75 

9-42 

7-71 

6.08 

4-02 

2.34 





34.63 
39-70 
43-17 
45-13 
46.29 
46.95 
47-23 
47-25 
47.02 
46.60 
46.00 
42..80 
40.08 
37-29 
34-40 
31.30 
28.05 
24.70 
21.26 
17.96 
15.22 
12.69 
10.67 

8.72 

6.80 

5-16 


3-32 








Table 6. Number of survivors out of 100,000 born alive and complete 
expectation of life in years for each sex at selected ages, for rural China 1929-1931. 


In the adult ages the life expectancies of the various countries 
come closer together until by age fifty they are much the same in 
all of the countries except India. The triumph of Western science 
over the mortality of childhood and youth has been so dramatic 
that we often forget in our enthusiasm that today life expectancy 
at fifty remains about the same as it was 150 years ago. The 
Chinese who survive the hazards of youth and early adult life 


Present survey was drawn. Moreover, it relates to the mortality experience of a genera- 
tion while that in this study deals with the experience of persons of different ages 
during a survey year. Mortality from catastrophes such as famine, flood, war, and 
epidemics is more likely to be reflected in genealogical than in survey data. 
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can look forward to nearly as many additional years of life as 
the residents of the healthiest Western countries.” 

The general picture of rural China presented by these tables, 
although probably more optimistic than the situation warrants, is 
anything but encouraging. Extremely high mortality rates in 
infancy, childhood, and early adult ages make life at best pre- 
carious. Of the countries considered, only tropical India presents 
a worse situation. 


11 Sydenstricker, Edgar: Op. cit., p. 164. 





CAUSES OF THE DECLINE IN BIRTH RATES’ 
by P. K. WHELPTON 
T HE discussion of births and birth rates in Iowa and the 


United States has brought out several important facts so 

far, namely that the number of births has been declining 
during recent years, that the birth rate has fallen steadily for 
nearly a century, that the downward pace of the decline was 
decreasing up to 1920 but rose during 1920-1930, that urban rates 
have been lower than rural rates, that foreign-born white women 
have been more fertile than native-born, that birth rates to 
women 20-24 and 25-29 are higher than those at other ages, and 
that the increase in the proportion of persons living under urban 
conditions and the decrease in the proportion of women 15-44 
who are foreign-born or who are 20-29 have helped to bring 
about the large drop in the state and federal birth rate. 

It is realized, however, that little has been said about certain 
fundamental causes of the decrease in human fertility. Has the 
decline of specific birth rates been due to biological changes 
affecting fecundity, to certain diseases (particularly venereal) be- 
coming more widespread, to the nervous strain of city life becom- 
ing more intense and affecting more people, to changes in diet, 
to more persons being at sedentary occupations and fewer living 
an active outdoor life, to more pregnancies being terminated by 
induced abortions, or to more married couples practicing contra- 
ception? How important has each of these causes been in lower- 
ing specific birth rates? Unfortunately no data exist upon which 
to base an accurate and conclusive answer to such questions. An 
attempt will be made, however, to present the more important 
facts bearing on them, and to indicate the conclusions which 
these facts justify in the opinion of the writer. 


1A reprint of part of a monograph, “Iowa’s Population Prospect,” by P. K. Whelpton. 
Research Bulletin No. 177, Iowa State College of Agriculture and Mechanic Arts, 
Ames, Iowa, 1934. Reprinted by permission of the author and the publisher. 
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That the low birth rate of today is due in part to biological and 
physiological causes is certain. The experience of physicians 
shows that there are a number of infecund or sterile married 
couples in the population, that is couples who have tried to have 
children but to whom no live births have occurred.’ Such couples 
should be distinguished from those who are fecund but infertile, 
that is who have had no children simply because they have 
practiced continence, abortion, or contraception. According to 
Reynolds and Macomber, two of the leading gynecologists of 
Boston, the percentage of married couples in Massachusetts who 
are infertile is between 10 and 13 per cent, and most infer- 
tile couples are infecund. This is based on their general impres- 








sions: 
: . . . First, that among the intelligent proportion of the 
i community regulation of the size of the family by artificial 
) prevention is so far general as to be the rule. Second, that 
the entire prevention of children by such means is very 


infrequent. We have seen but few married women who did 
not wish at least for one child, and but few married men 
who did not wish at least one son to carry on the name... 
we have submitted this opinion as derived from our own 
experience to a considerable number of gynecologists of 
wide experience, and have found them unanimous in their 
assent to it.* 


Sie ee oo 


Se 


In cases among their private practice infecundity was found to 
result from a variety of causes, such as arrested development, 
diseases, infections, lesions, injuries, insufficient exercise, faulty 
diet, and “the strain and mental worry of modern life.”* Nothing 
is said as to the relative importance of these causes, however. 


2 The terms infecund, sterile, and fertile are used in correspondence with definitions 
adopted by the Population Association of America. (See Human Biology, February, 
1934, 6, No. 1, p. 238.) 

8 Reynolds, Edward and Macomber, D.: FERTILITY AND STERILITY IN HUMAN MAR- 
riacEs. Philadelphia and London, 1924, W. B. Saunders Company, p. 33. 

4 Ibid., p. 123. 
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Some of them also explain why certain couples who have had 
one child are unable to have a second. 

Although the writer does not question the statements of 
Reynolds and Macomber with regard to causes of infecundity 
and methods of treating it, he thinks that their estimate of the 
proportion of infertile couples who are infecund is too high. This 
is based primarily on the belief that the couples with whom they 
came in contact were not typical of the population as a whole. 
These physicians have built up a reputation for helping sterile 
couples to become fertile. The childless couples coming to them 
would thus be those unable to bear children previously; couples 
childless from choice probably would go to a birth control clinic | 
instead. It is likely, therefore, that childless couples who did not 
want children would be much less numerous among their patients 
than in the general population. 

The most accurate information available on the proportion of 
infertile couples in a large part of the United States is found in a 
study of the Milbank Memorial Fund. The data they obtained 
should be typical of the native-white population of native par- 
entage north of the Mason and Dixon line and distributed 
between farm owners and four broad social classes in cities. Out 
of a total of 13,558 families studied, in which the wife was 40 
years of age or over in 1910 and hence the family was practically 
complete, 1,891 ar 13.9 per cent were childless. This is slightly 
higher than the estimate of Reynolds and Macomber for Massa- 
chusetts fifteen years later. Unfortunately for the question at 
issue here, the Milbank study was based on census schedules 
which gave no clue as to whether childlessness resulted from 
choice or from infecundity. 

That childlessness varies among social classes, and that it has 
been increasing in each social class are important facts shown by 
the Milbank study. Wives 60-64 in 1910 probably had completed 
their families twenty years earlier on an average than those 40-44 
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in 1910. During this twenty-year interval the proportion of 
couples who were childless increased in each of the five social 
classes studied. (See Table 1.) The change was small among farm 
owners, from 9.0 to 10.6 per cent, but was large among unskilled 
laborers, from 4.4 to 16.3 per cent. Because the sample is suf- 
ficiently large and representative to indicate the trends in a large 
part of the United States there seems little question but that an 
increase in infertility has caused some of the decrease in the birth 
rate previously described. But because infertility may be due to 
voluntary prevention of births as well as to biological or physio- 
logical causes, these data throw little light on the part played by 
the latter causes in lowering the birth rate. 

Beyond question a second cause of the present low birth rate 
in Iowa and the United States is the practice of abortion. Only 
induced abortions will be considered here, that is the abortions 


Table 1. Percentage of wives ons. 40-44 and 60-64 in certain social classes who 
had borne specified number of chil 





Torau Prorss- Bosncss MEILEED Farm 
Cartpren SIONAL - Owner 


Boan 60-64 | 40-44 | 60-64 60-64 40-44 








TOTAL , . ' . , -0 {100.0 , .© |100.0 
19.8] 9.6 a - : 4-4 : -0 | 10.6 
19.6 " : : -O | 12.4 . 8 | 10.1 
24.5 , ‘ : 0} 124 : 8 | 16.6 
18.4 . , ‘ -2 | 16.8 16.4 
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1 From Notestein, Frank : The Decrease in Size of Toate from ry to 1910. 
The Milbank Memorial Fem ‘Quarterly Bulletin, October 931, ix, No. 4, p. 184. 
Based on a sample drawn from the 1910 census Rae, and containing 13,558 
families in which the husband and wife Y* living together north of the Mason ’and 
Dixon Line in 1910, and “in which both the husband and wife were of native-white 
only once married. Within this group samples were obtained for each of 
the broad social classes in thirty-three cities having total populations of between 100,000 
and 500,000 in 1910, and for the wives of farm owners in the rural parts of seventy- four 
counties adjacent to those cities.” 
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brought on willfully as distinguished from spontaneous or invol- 
untary miscarriages. As was the case with infecundity, the fre- 
quency of induced abortions in recent years can only be indicated 
roughly, and nothing shown about increases or decreases in past 
years. Current information about the number of abortions is 
meager and entirely inadequate; information for past decades is 
practically non-existent and cannot now be supplemented. 


Estimates on the frequency of abortions in relation to total 
pregnancies are numerous in medical literature, and such 
estimates vary from one abortion in five pregnancies as the 
lowest estimate found. Supporting data on these estimates 
have not been found in medical or sociological literature.° 


Physicians performing abortions in hospitals frequently enter 
them under related headings instead of as abortions, and keep no 
record at all of those they perform elsewhere. Needless to say 
self-induced abortions are not recorded, although some indication 
of their frequency can be had from the large number of hospital 
records of patients suffering from sepsis as a result of such action.° 

Probably the best sources of information regarding the fre- 
quency of induced abortions in certain groups of people are the 
records of birth control clinics. A recent study based on the rec- 
ords of 10,000 women who went to the Birth Control Clinical 
Research Bureau in New York City from 1925 to 1929 shows that 
prior to their first clinic visit 38,985 pregnancies had occurred to 
these women, with 7,677 or 19.7 per cent ending in induced 
abortions.’ This excludes 340 abortions which were deemed neces- 
sary to save the mother’s life. Sixty per cent of the 7,677 abortions 
were performed by a physician, 15 per cent by a midwife, and 25 
per cent were self-induced. 


5 Kopp, Marie E.: BIRTH CONTROL IN PRACTICE. New York, Robert M. McBride and 
Company, 1934, p. 121. 

8 Ibid., p. 122. 

" [bid., pp. 123-124. 
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... the physician’s help was sought to terminate pregnancies 
in three per cent of the total first pregnancies, in the second 
pregnancies two and one-half times as often as in the first 
(7.7 per cent), in the third pregnancies four times as often 
as in the first pregnancies (13 per cent) and in the fourth 
pregnancies five times as often as in the first (16.2 per cent). 

In the first pregnancies the midwife’s help was sought 
in one-half of one per cent, while in the second pregnancies 
she was the helping agent three times as often as in the 
first, in the third five and one-half times as often, and in the 
fourth more than eight times as often as in the first. 

Somewhat less than half the self-induced abortions oc- 
curred in the first four pregnancies. In the later pregnancies 
the group of self-induced abortions is large if compared 
with the terminations for which the patient had to make 
financial sacrifices.* 


Summing up the New York study, less than 4 per cent of first 
pregnancies were terminated by induced abortion, but about 20 
per cent of third pregnancies and nearly 30 per cent of fourth 
pregnancies were so ended. 

This group is not typical of all women in the United States, 
for it includes only those living in or about New York City, 
wishing to limit the size of their families, and going to a birth 
control clinic for contraceptive information. It is likely that in 
the population as a whole the inducing of abortions is not as com- 
mon as in this group. The probability is, however, that the situa- 
tion found among these New York women could be duplicated 
closely in certain parts of the population of Iowa and other states, 
particularly in the larger cities. Because abortion was so common 
in the New York group the chances are that it is an important 
cause of the present low birth rate in the United States as a 
whole. But the expectation is that it will decline in importance 
because of the influence of birth control clinics. 


A third and probably the most important cause of the present 
8 Ibid., pp. 124-125. 
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low birth rate and of the rapid decline in past decades is the prac- 
tice of contraception.’ This has long been the belief of various 
students of population. Thirty years ago J. S. Billings wrote 
regarding causes of the lessening birth rate: “It is probable that 
the most important factor . . . is the deliberate and voluntary 
avoidage or prevention of childbearing on the part of a steadily 
increasing number of married people who not only prefer to have 
but few children, but who know how to obtain their wish.””° 
Similar statements have been made by others based on their 
judgment and experience, but it is only recently that factual data 
have become available. These are still inadequate for the United 
States, but additions to the fund of knowledge are continually 
being made. Katherine B. Davis found in her study, Factors IN 
THE SEX LIFE OF TWENTY-TWO HUNDRED WOMEN, that 730 of each 
1,000 married women returning questionnaires stated they prac- 
ticed contraception.” In general these women were “of good 
standing in the community, with no known physical, mental, or 
moral handicap, of sufficient intelligence and education to under- 
stand and answer in writing a rather exhaustive set of questions 
as to sex experience,”* and well distributed over the United 
States. But since only 1,073 filled-in questionnaires were received 
from 10,000 women circularized, those replying may not be typi- 
cal of the entire group. No statements were made on the question- 
naires by these women as to the extent to which their practice 
of contraception had been successful in preventing pregnancies. 
Information on the practice of contraception and success 
attained has recently been gathered by the Milbank Memorial 


In this discussion no attempt will be made to differentiate between the various 
methods of contraception—continence, the “safe period,” mechanical appliances, or 
chemical preparation—but simply to consider all methods combined. 

10 Billings, John S.: The Diminishing Birth Rate in the United States. Forum, June, 
1893, 15, p. 475. 

11 Davis, Katherine Bement: FACTORS IN THE SEX LIFE OF TWENTY-TWO HUNDRED 
WoMEN. New York and London, Harper and Bros., 1929, p. 14. 

12 Ibid., p. xi. 





244 The Milbank Memorial Fund Quarterly 


Fund from [a selected group of] women coming to the Birth 
Control Clinical Research Bureau in New York City. 


Two-thirds of the women are Jewish, one-sixth Catholic, 
and only one-tenth Protestant. Almost all of them have 
lived in New York City since their marriage, but more 
than half are foreign-born and only one-sixteenth native- 
born of native parents. They represent for the most part 
middle- and working-class families whose annual incomes 
in 1929 ranged from $400 to $20,000, with a median income 
of $2,300. In 1932 the median income had dropped to 
$1,200, about a fifth of the families were destitute or sup- 
ported by organized relief, and the highest income was less 
than $6,000."* 


These women may not be typical of their religious and eco- 
nomic groups because of the fact that they were sufficiently inter- 
ested in limiting the size of their families to attend the clinic. 
This in turn may indicate that they were above average in ease 
of becoming pregnant, or below average in their knowledge of 
effective methods of preventing conceptions. Some information 
about contraception was widespread in this group, however, for 


before they attended the clinic 95 per cent of these women 
had made some effort to limit their families by the practice 
of what they believed to be contraception. Forty per cent of 
the families in the group used contraceptives immediately 
after marriage, and an additional 4o per cent started their 
use at some time before the beginning of the second preg- 
nancy."* 
Comparing the frequency of pregnancies among women who 
have been practicing contraception with their frequency among 
those who had not done so indicates that the former group low- 


ered the chance of becoming pregnant by 73.6 per cent.** Such a 
18 Stix, Regine K. and Notestein, Frank W.: Effectiveness of Birth Control. The Mil- 
bank Memorial Fund Quarterly, January, 1934, xii, No. 1, pp. 58-59. 
14 Tbid., p. 59. 
15 [bid., p. 67. 
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decrease is remarkable in view of the fact that these families pre- 
sumably had received no technical information about contracep- 
tion prior to the visit to the clinic. Most of them were using 
methods that are generally assumed to be matters of rather com- 
mon knowledge in the population, and which may be widely 
practiced and quite efficacious among other groups of families. 
After these women had received instruction at the clinic it is 
probable that the risk of pregnancy among those practicing the 
clinic methods was lowered more than 73.6 per cent, for the 
experience of other clinics indicates that go per cent effectiveness 
in reducing births is common among women who have learned 
the clinic technique and who follow it carefully."* The extent to 
which contraceptive methods can reduce the birth rate is thus 
seen to be enormous. . . . 

The indications are clear that infecundity from biological or 
physiological causes, the ending of pregnancy by induced abor- 
tion, and the practice of contraception have all played a part in 
reducing the birth rate in Iowa and the United States. But because 
definite facts are inadequate concerning each, is there any means 
of judging their comparative importance? An examination of 
certain trends and differentials in birth rates seems to the writer 
to indicate that infecundity—the inability of married couples to 
have children—has been much less important than voluntary 
causes. For one thing, the large decreases in specific birth rates 
at the older ages than the younger from 1920 to 1930 are what 
would be expected to result from voluntary control. Among the 
great mass of the working classes, older married couples with all 
the children they could care for would almost certainly make 
more effort to prevent additional conceptions than younger 
couples still childless or having only one or two children. This 
might not be so true during years like 1931 to 1934 when many 
young married men could not find employment and were sup- 

16 Kopp: Op. cit., p. 176. 
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ported by their wives or parents, but it should hold true for 1920- 
1930 and for other long periods. 

Considering another factor, the differentials between urban 
and rural specific birth rates seem explainable to an important 
extent by voluntary action. Children have been less of an eco 
nomic burden on the farm than in the city, particularly because 
much of the family food is raised at home instead of being bought 
for cash at the store, and because there is productive work at 
which children can help after school hours and during vacations, 

From the standpoint of personal freedom, farming is an ex- 
acting occupation because livestock require care twice a day or 
oftener. Farm women usually look after the chickens and often 
help with other stock; hence if they feel tied down, it may be 
because of these duties rather than because of children. With city 
women, on the other hand, the husband’s business is usually at 
some distance from the residence, so that there is only house- 
keeping to do at home. This is easier than in the country because 
nearby grocery or delicatessen stores simplify cooking, and res- 
taurants may not be far distant. Home duties in childless families, 
therefore, are much less confining in the city than in the country. 
Partly on this account many city women seek full-time occupa- 
tions outside the home and independent of their husband’s busi- 
ness, which gives an additional reason for postponing child- 
bearing temporarily and sometimes permanently. This situation 
has no counterpart on the farm. Again, social or recreational life 
in the country has been organized around families to a much 
greater extent than in cities, the tendency in the latter being to 
individualize and commercialize it. For these reasons there may 
be less desire to restrict the size of family among farmers than 
among city dwellers, less use of abortion or of contraceptive 
measures, and hence a higher birth rate. Because contraception 
is so much simpler and safer than abortion, the conclusion seems 
justified that it has been the more important method used. 
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It is probable, too, that the spread of knowledge regarding con- 
traception has been slower in the country than in the city. Almost 
all of the 121 birth control clinics now operating are located in 
cities. Except for the work of these clinics most of the spread of 
birth control information has been by word of mouth, partly 
because of federal and state laws, and partly because of social 
customs. Under these conditions contraceptive knowledge no 
doubt has been passed along most rapidly in places where large 
numbers of people come together in close daily contact. Factories 
and stores are ideal for this purpose. If the employees are women 
rather than men, contraceptive information probably spreads 
more rapidly because preventing an excessive number of births 
may ease a woman’s life much more than that of her husband. 

All this does not mean that there are no differences in diet, in 
type of work, in amount of time spent outdoors, and in the prac- 
tice of abortion which may be partially responsible for higher 
birth rates in rural than in urban communities; it simply means, 
however, that these factors are less important than differences in 
birth control. Neither is it implied that the rural-urban birth rate 
differential may not disappear in time if factory methods are 
applied to farming or if country-city ties are strengthened in 
other ways. The movement back to the land that has gone on 
during the depression may hasten the disappearance of this 
differential.” 

In both city and country it seems reasonable that birth control 
would be practiced first among the so-called upper classes, made 
up chiefly of professional and business men (as distinguished 
from unskilled or skilled workers) in the city and farm owners 
(as distinguished from renters or laborers) in the country. Mem- 
bers of the upper classes have usually progressed further in their 
education; hence they would know more about the various means 


17 Whelpton, P. K.: The Extent, Character and Future of the New Landward Move- 
ment. Journal of Farm Economics, January, 1933, 15, No. 1, pp. 57-66. 
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of preventing conception.” Many of them have acquired upper- 
class standing as a result of their own efforts in business or the 
professions, their parents having been unskilled workers with 
little property. Their success in this matter may have been due in 
part to the deliberate avoidance of many children, which lessens 
family cares and expenses and allows more energy to be devoted 
to economic and social striving. The results of certain studies of 
the Milbank Memorial Fund are in accord with this hypothesis, 
for they show a marked relation between fertility and social class 
in the native-white population of 1910. In the urban sample 
studied, the standardized cumulative birth rate by classes was 129 
for professional, 140 for business, 179 for skilled workers, and 
223 for unskilled workers. In the rural sample the rate was 247 
for farm owners, 275 for farm renters, and 299 for farm laborers.” 
When the age of the wife at marriage was from 14 to 109, the 
inverse relation between birth rate and social class was even more 
marked; but when marriage took place from the age 25 to 29 the 
birth rate differed little among the urban classes, although the 


inverse relation was apparent to some extent in the farm groups.” 
In discussing this matter Notestein states: 


The cause of this shift from an inverse to a direct asso- 
ciation between fertility and social status as marriage age 
advances cannot be determined from our data. Probably a 
number of factors were involved. As pointed out in the 
English Census Report, ‘Fertility of Marriage,’ the fact that 
the upper-class birth rates were relatively high for women 


18In the Davis study the percentage of women employing contraceptive methods was 
76.48 among university and college graduates, 71.29 among college undergraduates 
and high school and normal school graduates, 64.51 among less than high school, and 
63.63 among the private school or tutor groups. Katherine B. Davis: Loc. cit., p. 14. 

19 Sydenstricker, Edgar, and Notestein, Frank W.: Differential Fertility According to 
Social Class. Journal of the American Statistical Association, March, 1930, xxv, New 
Series 169, pp. 9-32. 

20 Notestein, Frank W.: The Relation of Social Status to the Fertility of Native-Born 
Married Women in the United States. G.H.L.F. Pitt-Rivers, editor, PROBLEMS OF POPU- 
tation. London, George Allen and Unwin, Ltd., 1932. 
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whose late marriages offered slight inducement to family 
limitation, and relatively low for those whose early and 
perhaps impecunious marriages made family limitation 
most desirable, suggests that for early marriages birth is in- 
creasingly subject to voluntary control as social status rises. 


The decrease in standardized birth rates found in going from 
unskilled laborers to professional people results from fewer large 
families rather than from more childless families. The proportion 
of urban wives aged 40 to 49 in 1910 who had borne no children 
varied from 16.3 per cent for unskilled to 19.8 per cent for pro- 
fessional, whereas the proportion who had borne five or more 
children varied from 28.4 per cent for unskilled to 8.2 per cent 
for professional. Complete infertility, whether involuntary or 
otherwise, thus appears to be of considerably less importance than 
the factors holding the number of births per wife below five with 
contraception probably much more important than abortion. 

Differences in age at marriage probably explain to a small 
extent why the proportion of large families decreases with a rise 
in social status, because the modal age at marriage of brides under 
40, who were married between 1900 and 1905, increased from 
18.5 for unskilled laborers to 23.5 for professional persons.” But 
most of the decrease in the proportion of large families as social 
status rises remains to be accounted for by causes of infecundity 
after one or more births have occurred, by the practice of abortion 
or by the use of contraceptive methods. For reasons already indi- 
cated, the last named seems the most important. 

Since writing the above, results have become available from a 
study just completed which so strongly support the argument that 
birth control is the primary means by which the decrease in the 
birth rate has been brought about as to make it almost incon- 

#1 Notestein, Frank W.: The Decrease in Size of Families from 1890 to 1910. The Mil- 
bank Memorial Fund Quarterly Bulletin, October, 1931. ix, No. 4, pp. 181-188. 


*? Notestein, Frank W.: The Relation of Social Status to the Fertility of Native-Born 
Married Women in the United States. Op. cit. 
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trovertible. Under the direction of Dr. Raymond Pearl of The 
Johns Hopkins University, information regarding size of family 
and practice of birth control has been obtained from 4,945 mar- 
ried women in thirteen states. These women were not selected 
because of their interest in contraception; in fact, hardly any of 
them had ever been to a birth control clinic. 


They are a fair sample of run-of-mine urban dwellers in 
religion, occupation, wealth, and education. Fifty-nine per 
cent of the whites and 66 per cent of the Negroes never got 
more than elementary schooling. Thirty-two per cent of the 
whites and 27 per cent of the Negroes attended high school, 
while only 6 per cent of the whites and 3 per cent of the 
Negroes went to college or university. The white women 
studied had been married 5.7 years, and the Negro women 
6.4 years, on the average. 

. among the well-to-do and rich white women over 
78 per cent had practiced birth control. . . . (In this group) 
the average birth rate was lowered some 73 per cent below 
its natural biological level. ... Among the very poor and 
poor classes of whites (who make up a large proportion of 
the whole population) only a few more than one-tenth of 
the women practiced birth control really intelligently. . . . 
(These women) succeeded in lowering their average birth 
rate below the natural biological level by 57 per cent. 

If birth control were not practised the birth rate would 
be approximately the same in various social levels and for 
white and colored races which indicates that the innate 
natural fertility (fecundity) of married couples is probably 
substantially similar in all economic classes, and in the white 
and colored races. . . . Apparent differential fertility ob- 
served between social and economic classes, and between the 
races, appears on the basis of the more refined and accurate 
computations of this investigation to be due almost wholly 
to those artificial alterations of natural innate biological 
fertility which are collectively called birth control, at least 


in the sample of American women so far studied.”* 
28 Milbank Memorial Fund press release, March 14, 1934. 
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If it is true that the increased practice of contraception has been 
the means by which much of the decline in the birth rate has 
been brought about, there still remains the important question as 
to why contraceptive methods are used to a greater extent now 
than formerly. A number of hypotheses have been advanced to 
answer this question, among them the emancipation of women, 
the lessening influence of the church, the change in the attitude 
toward sex relations (the abandonment of the double standard), 
the desire for a higher economic and social standard of living, 
and the influence of city life. No doubt all of these and others as 
well have had some influence, but the exact importance of each is 
undeterminable at the present time.“ 

24For a discussion of these factors, see the following: Ungern-Sternberg, Roderich 
von: The Causes of the Decline in Birth-Rate within the European Sphere of Civiliza- 
tion. Cold Spring Harbor, Eugenics Research Association (Monograph Series IV), 
August, 1931. Kulka, Ernst: The Causes of Declining Birth-Rate. Same series, No. V. 
Nearing, Nellie S.: Education and Fecundity. American Statistical Association. Publica- 
tions, June, 1914, 14 New Series No. 106, pp. 156-174. Englemann, George J.: 
Education Not the Cause of Race Decline. Popular Science Monthly, June, 1903, 63, 


pp. 172-184. Thompson, Warren S.: POPULATION PROBLEMS. New York, McGraw-Hill 
Book Company, Inc., 1930, Chap. VIII. 





PUBLIC HEALTH NURSING SERVICE FOR URBAN 
PRESCHOOL CHILDREN’ 


by Marian G. RANDALL, R.N. 


HE most effective and economical use of public health 

nursing service for preschool children in urban areas is 

a problem of increasing importance. This is true since 
more emphasis is being given to the health problems of young 
children and since localization of public health administration in 
health center districts is developing in our large cities. Such ques- 
tions as the following challenge the administrator: How can the 
objectives of health supervision be accomplished for the largest 
number of children in the area? Which children should have the 
most attention? If the Health Department cannot give unlimited 
service to them all, which ones shall be selected ? What qualitative 
measures of the service can be used effectively? How much time 
can be given to the individual child, and what measures shall 
be taken to assure reasonable continuity of supervision? How 
shall the services rendered by private agencies in the district be 
correlated with the official services so as to avoid gaps on the one 
hand and duplication on the other? 

Such questions, all of which represent different aspects of a 
single problem, have been kept in mind in the present analysis 
of services received by an unselected sample of children aged one 
through five in low-income families in the Bellevue-Yorkville 
health district of New York City. The aim of the study is to 
utilize actual practice as a guide in determining standards for 
public health supervision, with particular reference to public 


health nursing activities. 

1 From the Milbank Memorial Fund, New York City. 

An analysis of services received by an unselected sample of children one through five 
years of age in low-income families in Bellevue-Yorkville district of New York City. 

Acknowledgments are made to the personnel of the Health Department and the 
private agencies in the district whose cooperation in obtaining the information was of 
great assistance. 
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Fig. 1. Median monthly rental of homes in the Bellevue-Yorkville District, New 
York City, based on the 1930 Federal Census. The area outlined by triple lines indi- 
cates the section used for the special study of health services for preschool children. 

THE SAMPLE 


Except that they all belonged to families classified as “poor,” 


there is no selection in the sample of 488 children, aged one to 


five years, used for this study.” They resided in the Bellevue- 
Yorkville District of New York City, indicated in Figure 1, which 


2Comparison of the total preschool population in Manhattan Borough, New York 


City (1930 Census), with the total sample of preschool children studied, according to 
single years of age: 








CHILDREN 1n Eacu AGE 




















AcE Per Cent Number 
Total Population | Sample Studied | Total Population | Sample Studied 
TOTAL 100.0 99.9 116,936 488 
1 year 18.3 16.8 21,397 82 
2 years 20.1 21.7 23,489 106 
3 years 20.5 21.7 24,000 106 
4 years 20.3 21.3 23,705 104 
5 years 20.8 18.4 24,345 90 
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also shows the median rentals in 1930. Supplementary informa- 
tion concerning income, obtained from the families in this poor 
section, reveals (Table 1) that only five of the 323 families with 


preschool children had as Table 1. Yearly income of families contain- 
ing preschool children in an area of the 
much as $2,000 per year, Buti huc-Yorkville District, New York City. 


while half had less than 
$800 per year. In more 
than one-third of this lat- 
ter group the father was 
reported unemployed. Of 
all the families in this Moderate + 5 
study, over one-third re- ($;c00and more) 
ceived assistance from a ($1,999—$1,400) 
° ° Poor 

public or private welfare  ($1,399—$800) 
agency. The population 
of the area studied in- = 
cludes 40 per cent foreign- ee 

2 Including 55 families who received no income 
born and 35 per cent _ because of unemployment. 
native-born of foreign-born parents, Italy and Ireland being the 
foreign countries most frequently represented. 

In ascertaining what health services were rendered to these 
children, the records of the City Health Department and private 
agencies were examined, observations were made of nurses at 
work in homes and clinics, and inquiries were made in the chil- 
dren’s homes by special investigators.’ 

Data were collected regarding each child who was at least one 
year of age at the time of the investigator’s visit, and who had 
had some health service during the preceding twelve months. 
While the data collected for any child cover one year, the records 
for the various individuals do not coincide in time. However, all 
the twelve-month periods fall within the calendar years 1930-1932. 








Families with preschool children 


Income reporting each stated income 





Number Per Cent 





TOTAL 3232 


§2 
109 


157? 48.6 








Very poor 
(Less than $800) 








3Information from the homes was obtained in connection with a Maternity and 
Infancy Study in the same area, by Dorothy Wiechl of the Milbank Fund staff. 
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AGENCIES GIVING HEALTH SUPERVISION TO PRESCHOOL CHILDREN 


When the Bellevue-Yorkville Health Demonstration, jointly sup- 
ported by the New York City Health Department and the Milbank 
Memorial Fund, was undertaken, many of the health and social 
agencies operating in the district were housed in the health center 
on East 38th Street. This prevented duplication of effort and facili- 
tated cooperation. 

The Official Agency. Three Health Department clinics in the 
district offered health supervision to preschool children. An at- 
tending physician gave health examinations and both he and the 
nurse instructed mothers in routine care necessary to keep chil- 
dren well. The nurses visited the homes to learn of the home 
conditions, to explain the importance of regular medical super- 
vision, to assist the mother in carrying out clinic recommenda- 
tions, and to give any further instruction needed in the care of 
children.* 

The policies varied according to age. In the Manual of Instruc- 
tions for New York City Health Department nurses it is stated 
that “Babies from one to two years should be supervised every 
month, and children from two to three years every three months.” 
The written instructions do not mention children from three 
to five years, since the entire City program provides a limited 
amount of health supervision for these ages. But the Bellevue- 
Yorkville program was extended to the older preschool group, 
using the same general standards for frequency of supervision. 
The Instructions also state that supervision shall be “in the home 
or health station, but preferably the station.” The emphasis in the 
Health Department program is put upon clinic supervision, a 
large part of the nurses’ time being spent in clinic.’ It is the place 
provided for parents seeking advice about the health and care of 


*Cooperation and service were given by the City welfare organizations to families 
needing work and home relief. 

5 In the three years represented in this study, approximately 32 per cent of the Bellevue- 
Yorkville nurses’ total time was given to clinic services. 
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young children. It represents that newer phase of health depart. 


ment programs which supplements services for control of disease 
with education in practical rules for health. Since this program 
is that of an official agency, it is theoretically set up for all pre- 
school children, but in actual practice there is a selection of cases, 
Voluntary Agencies. The Bellevue-Yorkville District had at 
least as many private agencies concerned with the welfare and 
health of children as any district in the City.° They could select 
and limit the cases served, according to their various policies. 


SERVICES RECEIVED 

Reports of public health nursing activities are often confined to 
volume of service,’ which is important for routine administrative 
purposes. In this study emphasis is placed on the detailed activi- 
ties, shown by the extent to which services were rendered and 
relationship of services to special problems. 

Extent of Total Clinic Services. How the program operated in 
the district is illustrated by the extent to which the 428 children 
who lived in the area the entire year received supervision from a 
Health Department or private agency.* The clinic registration for 
the children of different ages is given in Table 2. Seventy-nine 


6 These agencies include: New York Diet Kitchen Association, which conducts a 
clinic; Chapel of Incarnation, Prescott Memorial, and St. George’s Ciinics; Goddard Pre- 
school Clinic; Friendly Aid Kindergarten, several day nurseries, and other small private 
organizations; and the Henry Street Visiting Nurse Association, which gives bedside care 
in the home during illness and makes follow-up visits for health supervision. Cooperation 
and service are also given by the Association for Improving the Condition of the Poor, 
the Charity Organization Society, Catholic Charities, Jewish Charities, and several smaller 
social agencies. 

7 For the total sample of children a total of 608 home visits by Health Department 
nurses was reported for the study period, the 195 preschool children visited having an 
average of 3.1 visits per child. Fifty-six children were visited one or more times by public 
health nurses from the private agencies in the district. In addition, a total of 1,356 clinic 
visits was recorded (996 at Health Department clinics and 360 at private agency clinics), 
the 203 preschool children (excluding 20 children for whom number of clinic visits was 
not stated) who attended clinics having an average of 6.7 clinic visits per child. This is 
considerably more than the clinic supervision given in most urban areas. In the Appraisal 
Form for City Health Work the standard given for children 1-5 years is two home 
visits and two clinic visits per child registered, although it is recognized that this 
standard is generally considered low. 

8 Sixty children were discharged; two died, 58 moved into or out of the district. 
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per cent of the one-year-olds had some clinic supervision as com- 
pared with 29 per cent of the four-year-olds. The intensive infant 
program was carried over to the one-year-old group, but in the 

Table 2. The registration at private and ofi-  Case-finding program 


a gp ag yay pee = $ more emphasis could 


3 ss age po in low-income —_— profitably be directed to 
the older preschool chil- 
a | Sate Children Registered dren. The higher percen- 
tage for the five-year-olds 
attending clinics was due 
#8 ” 4° to the children getting 
63 so 79-4 ready for school who 
p. Ps a came to clinic for vacci- 
2 - 29-2 nation or physical exami- 
30 37-5 ; 

nation. 

The amount of clinic service varied with the child’s age. Al- 
though the one-year-old children comprised only one-fourth of 
those attending preschool clinics, they returned more often than 
the older children and their visits added up to 45 per cent of the 
total. The amount of service for this age group was more than 
that of the combined groups aged two, three, and four years, 
although the children in these three groups made up two-thirds 
of the cases. 

Arranging the distribution of services according to the fre- 
quency of visits made, it is seen, in Table 3, that 4 per cent of 
the children made 15 or more visits each and that these visits 
amounted to 29 per cent of the total. In the lowest frequency 
group, I to 4 visits, were 19 per cent of the children, and they 
received 15 per cent of the total clinic service. However, the 
majority, 56 per cent, of the children in the study had no clinic 
service. 

The doctrine that district health programs shall be administered 
by the health department is becoming generally accepted. This 
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Numser Pgr Centr 

Children Children 
Having Each Total Having Each Total 

Number of Clinic Visits Number of Clinic Visits 

Clinic Visits Clinic Visits 
412! 1,246 99-9 


231 ° 56.0 
1-4 78 188 18.9 
5-9 61 14.8 
10-14 25 6.1 
153+ 17 4-1 


1 Excluding 16 children for whom number cf clinic visits was not stated. 


Table 3. Frequency of visits to Health Department and private agency child 
health clinics for an unselected sample of children one through five years, in 
low-income families in the Bellevue-Yorkville District, New York City. 


does not mean that the official agency must itself render all the 
service, which, in fact, it is not equipped to do; but it should 
coordinate the cooperation among all agencies serving the dis- 
trict. It seems particularly important that the health department 
in any city with localized service should assemble information as 
to which children are receiving supervision from other agencies, 
whose work is greatly needed and is of vital importance. Al- 
though 56 of the children in the sample studied attended clinics 
sponsored by private agencies, no record of this was found in the 
Health Department office. 

Continuity of Health Department Clinic Supervision. Further 
discussion of distribution of services may be appropriately con- 
fined to the Health Department’s activities. A qualitative measure 
of the service is the regularity with which clinic supervision is 
continued after registration. 

In order to check up on regularity it is helpful to analyze the 
visits by quarters, as is done in Table 4, since the total of a year’s 
visits could not serve as an index of continued supervision. Of 
the 428 preschool children studied, 172 had clinic record cards 
in the files of the Health Department, but only 141 of these chil- 
dren actually attended clinic during the year. Taking one clinic 
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Carmpren | Numser or Caitpren ContTINUING 
ATTENDING Cuinic ATTENDANCE IN 
Rzorsrerep| Curmic at Eaca Quarrsr oF THE YEAR 
1n Eacn | Some Time 
Psriop Duzino Ist and 3rd 4th 
Year | Quarter Quarter Quarter Quarter 


TOTAL 172 141 
Prior to year 722 5 59 43 35 23 
First quarter 19 19 13 1I 8 
Second quarter 12 12 8 5 
Third quarter 10 10 8 
Fourth quarter] 9 9 























Table 4. Continuity of attendance at Health Department clinics in each quarter 
of the year for 172 preschool children who lived in the Bellevue-Yorkville District 
the entire twelve months studied, according to the time of registration at clinic. 


visit in each quarter of the year as the standard, Table 4 shows 
that only 26 per cent of the children registered reached this 
standard. Going into more detail, the table shows that of the 
122 children registered before the study period, g1 attended some 
time during the year, but only 59 attended in the first quarter. 
Of these 59 children, 43 returned in the second quarter, and by 
the end of the year only 23 of these had had at least one visit in 
each quarter. Similarly, following through the children who 
registered in the first, second, and third quarters, we get the total 
of 44, or the 26 per cent mentioned above as having a standard 
regularity of clinic supervision. 

Frequency of Clinic Supervision. Since it is one of the objectives 
of public health nursing “to teach the value of medical super- 
vision and to assist in obtaining this regular health supervision,” 
it is of interest to analyze in further detail the clinic attendance 
of this sample of children. For routine supervision of healthy 
preschool children a clinic visit every three months may be pre- 
scribed as a general policy, but more frequent visits for the indi- 
vidual child may be advised because of some special need. The 
clinic physician determines at the time of each visit when each 
child should return. The present study shows for 333 visits (about 
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half of the clinic visits for the sample of children) there was a | 
recommendation written on the clinic record for the time of the hea 
next visit. In Figure 2, these are distributed according to the per the 
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Department clinics. number of the visits the | 2™ 
advice was to return in less than one week. For most of the wh 
me 


remaining visits the physician recommended that the next visit 
should occur in three or more months. - 

In most instances a record of the problem explains the recom- 
mendation. If the child was given a tuberculin test or a Schick | *P 
test, or was vaccinated for smallpox, the physician would instruct 


the mother to bring the child back in two or three days in order 

to read the results of those tests. At the time this study was made, sh 

toxin-antitoxin was being used for diphtheria immunization and Br 

the physician’s recommendation was to return in a week for the me 

second and third doses. th 
These immunizations and special tests increase the percentage : 


of successive visits with brief intervals of time, and increase the 
volume of attendance at a clinic session. While two or three clinic sy 


visits for a few children for the giving and reading of some special ct 
10In the analysis of services to a sample of children who were 1-5 years of age on a mM 

given date, some of the previous year’s services to the one-year-old group would have ac 

occurred when the children were in the infant period. It is necessary to include these 

when considering the services received by the sample of children. But in this analysis re 

of clinic visits only those visits occurring when the children were of preschool age (1-5) ne 


will be included. In other words, it will represent a cross section of preschool clinic practice. 








ge 


1c 
ial 
na 
ave 


ysis 


ce. 





Nursing Service for Urban Preschool Children 261 


test greatly increase the total clinic visits, in terms of continued 
health supervision over a period of time this does not mean that 
the average visits per child either meet or exceed a given stand- 
ard. Such problems as these suggest the value of further classifica- 
tion of clinic visits in planning the administration of clinic 
services. 

Excluding visits for these immunizations and tests, the distribu- 
tion of all other clinic visits according to the interval of time 
recommended for return is also shown in Figure 2 by the black 
bar. In this group the recommendation for return in less than 
two weeks was due to some symptom of illness or other acute 
condition which led the physician to advise an early return. 

How Were These Recommendations Carried Out? A type of 
analysis which could be used profitably is suggested in Table 5, 
which relates the performance of return clinic visits to the recom- 
mendation for them. Nearly one-third of the clinic visits corre- 
sponded exactly with the physician’s recommendation. One-fifth 
of the visits were made early, over two-thirds were late and 
approximately one-eighth were never made. 

- Over two-thirds of the visits recommended to return in less 
than a week were promptly made and over one-third of those 
recommended to come within two weeks were made on time. 
But if an interval of four or more months was advised, the 
parents were evidently not willing to wait that long and brought 
the children back to clinic at an earlier date. Twenty per cent 
of all the clinic visits occurred before they were due, the reason 
being, according to the records for half of these visits, that a 
symptom of illness, an economic problem, a wish to weigh the 
child or to report the correction of a defect, had prompted the 
mother to bring the child back to clinic sooner than she had been 
advised. For the other children no reason was given for an early 
return. In some instances of early visits there might have been a 
need that was not recorded on the clinic card, but in general this 
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group represents families who demand more service than it is 
possible to give to all the children registered in clinic. 

As shown in Table 5, there were 119 tardy visits, and the extent 
of tardiness is shown in Figure 3. Over half were less than two 
weeks late, while a sixth of the visits were two or more months 
overdue when the children finally returned to clinic. 

While the percentages in Table 5 and Figure 3 give the actual 
facts about clinic attendance, it would require some modification 
to make these data suitable for practical use in the follow-up of 
clinic cases. Strictly speaking, the child who is told to return to 


Table 5. Extent to which visits to Health Department preschool clinic correspond 
with the physician’s recommendation for return visits. 





Retation oF Cxinic Visits To 
RECOMMENDATION 





RECOMMENDED INTERVAL Not on Time 
or Time 





Before After = 
Recom- | Recom- 
mendation|mendation 











TOTAL 


Less than one week 

Seven days-less than two 
weeks 

Two weeks-one month 

Two months-three months 

Four or more months 








TOTAL 3032 119 


Less than one week 55 . 17 
Seven days-less than two 

weeks 145 7 73 
Two weeks-one month 35 II 12 
Two months-three months 45 23 14 
Four or more months 23 20 3 




















1 Excluding 30 visits for which the time interval recommended for the return visit 
had not elapsed by the end of the period studied. 
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clinic in ten days, for example, is late if he returns the fourteenth 
day. But in actual practice it would not be practical to classify 
the child as delinquent for missing the exact day. A period of 
grace is advisable. Just 

as a classification might cone 
be made by those ad- | *" 
ministering a clinic, an 
estimate has been made 
here of those visits which 
were late enough to war- 
rant some follow-up ser- 

















Fig. 3. Length of time 119 tardy clinic visits 


vice and which, when were overdue. In addition to these there were 

added to those who did 75 at never returned. 

not return to clinic, form the problem of delinquency.” 
Supervision of Clinic Delinquency. It is a policy in the Health 

Department clinic to mail postal cards to remind parents that 

the child should return to clinic, and it is also planned, when 

possible, for the nurse to visit the home to urge that the child 


return to clinic. In analyzing clinic delinquency which may occur 
with reference to any visit, it is necessary to continue using a 
visit as the unit; and, since the nurse is concerned about the regu- 
lar attendance of all the clinic cases, the visits without a written 
recommendation for return may be added. There must, of course, 
be some basis of judging clinic delinquency if no special recom- 
mendation for return is charted on the clinic record, and here 
the nurse may use the standard for frequency of supervision sug- 
gested by the Health Department’s written policy. This was used 
in the following analysis, and these additional visits were also 
classified according to relatively major and minor problems, since 
the relative severity of the problem involved would be expected 


11 If, for example, the next visit was advised in two or three weeks and the visit was 
made in seven days to two weeks or in one month, it was classified as approximately on 
time. If, however, the next visit was made in two months, it was classified as delinquent. 
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Aut Overpvus Visrrs Havine Visrrs Havine 
a Curnic Visrrs Major Prostems | Minor Prosreus 








Dauaequancr Number | Per Cent | Number | Per Cent | Number | Per Cent 
TOTAL 275 100.0 192 99¢9 83 100.0 


None 192 69.8 138 71.9 54 65.1 
Home visits only 45 16.4 35 18.2 10 12.0 
Post cards only 26 9-4 12 6.2 14 16.9 
Home visits and cards 12 4-4 7 3.6 5 6.0 


























Table 6. Type of services given by the Health Department for a sample of 
overdue visits to preschool clinic and the services given for these visits in which 
there were major and minor prcblems. 


to influence the efforts made to bring about a return to clinic.” 

Of 615 clinic visits expected, 275 were classified as overdue. 
This delinquency problem is analyzed in Table 6, where tardy 
visits are tabulated according to the efforts put forth to remedy 
delinquency. No service for clinic delinquency was recorded for 
70 per cent of the overdue visits. Home visits were made for 16 
per cent, post cards were mailed for 9 per cent, and both visits 
and cards were recorded for 4 per cent of these overdue visits. 
The figures for post cards may not tell the whole story, since the 
sending of reminders may not always have been recorded. The 
lack of services for delinquency was somewhat larger for cases 
with major problems than for those with minor problems. Also, 
from the standpoint of time when services were given, further 
analysis shows that overdue visits for children with major prob- 
lems were not followed up any more promptly than those with 
minor problems. But as Table 6 shows, when services were given, 
major problems more often received home visits from the nurse 
and minor problems more frequently received post cards. How- 
ever, the percentage of return visits for those cases for which 
some effort was made to get the child to return was no higher 

12 This arbitrary grouping was based on information on the clinic records. Nutrition 
and defects marked 3x or 4x, immunizations and special tests, and other conditions 


recorded as serious were called major problems, while the 1x and 2x defects and less 
serious conditions were called minor problems. 
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Resurts Accompiisnep iv Terms 


Treg or Services 
Torat Overpus oF a Rerurn Vist to Cunic 
Grven ror Crmac Coes Venn 


DELINQUENCY Number Per Cent 








TOTAL 27§ 210 76.4 
None 192 152 79-2 
Home visits only 45 30 66.7 
Post cards only 26 22 84.6 
Home visits and post cards 12 6 $0.0 














Table 7. Results in terms of a return visit to clinic following each type of service 
given by the Health Department, for an unselected sample of overdue visits to 
preschool clinic. 
than for those whose delinquency apparently was given no special 
attention. This may be seen from a study of the figures in Table 7. 

The same children were sometimes delinquent more than once. 
There were 125 children who did not return to clinic promptly,. 
75 of them being delinquent twice, 43 three times, and 31 four 
or more times. But the children who were repeatedly delinquent 
rarely received repeated follow-up services; only three of the 63 
children who were visited in the home because of clinic delin- 
quency were visited again because of a second delinquency. Re- 
peated efforts would probably bring very few return results and, 
in any case, the parents should assume due responsibility. 

Immunizations. One objective of the public health nursing 
program is to assist in securing immunizations against disease. 
This part of the program has been carried out with marked suc- 
cess; 55 per cent of the sample had been immunized against diph- 
theria and 51 per cent had been vaccinated against smallpox. It 
is evident that, in low-income families, clinic attendance is one 
of the biggest factors in securing these results, for over 80 per 
cent of the children who had attended child health clinics in the 
district received protection against diphtheria, while only 30 
per cent of the children who had not attended clinics were immu- 
nized against this disease. 

Illnesses. Information from the family revealed that exactly 
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For 339 For 179 For 160 
ILLNESSES Major Intnesses | Minor Itinesszs 


Number | Per Cent | Number | Per Cent | Number | Per Cent 





Type or Care Recetvep! 








Private physician 47 13.9 39 21.8 8 5.0 
Hospital 46 13.6 44? 24.6 2 Fe 
Hospital clinics 33 9-7 18 . 9.4 


Health Department 
Diagnostician 13 3.8 13 
Clinics 129 38.1 51 
Nurses’ home visits 3 12.7 31 


Private agency 
Clinics 55 16.2 18 . 37 
Home visits—-Henry 

Street nurses 35 10.3 17 ’ 18 











No care 30 8.8 18 10.1 12 














1 Each type of care as listed is independent of all other types of care. 
2 Includes 2 children who went to convalescent home. 


Table 8. The extent of different types of care received for the illnesses that 
occurred in twelve months for an unselected sample of preschool children in 
low-income families in the Bellevue-Yorkville District, New York City. 


half of the preschool children had no illnesses. The other half had 
one or more illnesses during the year. Some of these were rela- 
tively slight disturbances, so that sicknesses reported were classi- 
fied as major or minor illnesses."* In Table 8, the incidence of 
illness is represented by a total of the two most important illnesses 
reported for each child. In analyzing the extent of care received 
for these illnesses, each type of care here given is independent of 
all other types. 

It is not surprising to find that so large a percentage of the ill- 
nesses were given some service at the Health Department clinics, 
especially for the minor illnesses, since the mother who is accus- 
tomed to taking her child to the clinic naturally returns there when 


18 In this arbitrary grouping, when illnesses such as vomiting, cough or cold, red throat, 
stomach upset, and the like were reported as not being severe, they were called “minor” 
illnesses; while intestinal disturbances, acute respiratory, communicable disease, or other 
acute conditions were classed as “major” illnesses. 
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the child is ill. If symptoms warrant it, the clinic physician refers 
cases to a private physician (if the family can afford it) or to the 
hospital pediatric clinics. This is not shown, since each service is 
tabulated separately. 

But, remembering that these children are all in low-income 
families, it is interesting to find that 22 per cent of all major ill- 
nesses had some service from private physicians. The same per 
cent of infant illness in this district had service from private 
physicians."* The Health Department diagnostician gave service 
to 7 per cent of the major illnesses, mostly communicable disease. 
Most of the hospital care was given in City hospitals. The Henry 
Street Visiting Nurse Association does not refuse home nursing 
care if the family cannot afford to pay for it. For 30 illnesses, 18 
of which were major, no care was received.”® 

Nurses’ Home Visits. The home visits made by the Health 
Department nurses cannot be considered apart from other activi- 
ties. They constitute one means of accomplishing the various 
objectives of the program, and have been referred to in the fore- 
going paragraphs in relation to various phases of the work. The 
distribution of these total visits shows that 59 per cent of the chil- 
dren were not visited; 9 per cent of the children were visited 
once, 5 per cent four times, and g per cent five times or more. 
This latter group actually received 46 per cent of the total home 
visits. Some of these children visited several times had major 
problems, but for others who were also attending clinic regularly, 
there were only relatively minor problems recorded. 

Fourteen per cent of the children who attended clinic were not 
visited in the home, while 16 per cent of those attending clinic 


14 Randall, M. G.: Public Health Nursing Service for Infants. Milbank Memorial Fund 
Quarterly, April, 1935, xiii, No. 2, p. 197. 

15In addition there were two illnesses with fatal results. Both had hospital care. One 
child, four years old, died of poliomyelitis, the other, one year old, of gastro-enteritis. 
Both children had been visited in the home by the Health Department nurse and both 
were registered in the Health Department clinic. During the year they had attended clinic 
once and three times respectively. 
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had five or more home visits. Of the 287 children not attending 
clinic, 54, or 19 per cent, received one or more home visits. Six 
per cent of these children not attending clinic had five or more 
home visits. 

It is necessary to consider continually the relative needs for 
service. The nurses’ interest in the problems of an individual 
child is a most valuable asset in any community, and careful 
intensive health supervision for a few children may make the 
best contribution to the health work in the district. But the chil- 
dren who receive the most intensive services should be the ones 
who need it most. 

In describing visits that nurses make in the homes of preschool 
children, reference is usually made to “teaching newer methods 
for maintenance of health and prevention of disease.” It is always 
difficult to learn from the nurses’ records the complete content 
of the home visits. Probably not every point can be charted. But 
it is interesting to learn Table 9. Extent to which given subjects of 


° discussion were recorded as part of the content 
the extent to which the of an unselected sample of 470 home visits 


ent of the visit i * made by Health Department nurses to pre- 
om of the visit is re school children in the Bellevue-Yorkville Dis- 


corded and the extent to _ trict in New York City. 
which some of the more Visits Having Given 
usual points are included _ Subjects Recorded as Subject Recorded 
F ad Content of Home Visits 
in a sample of visiting. ten § tes Cens 
This is shown in " 
Table 9 General hygiene 185 39-3 
In a sample of 470 home Clinic delinquency 134 28.5 
= Illness 122 25-9 
visits, the nurses most siusrision a 4 
frequently recorded a dis- Relief 62. 13.2 
. f lh Clinic attendance 55 52.7 
cussion OF general DY" Immunizations 36 7.6 
giene. Clinic delinquency Correction of defect 27 5-7 
° Behavior problem 3 6 
was the next item most 
often recorded, and some illness or symptoms of illness came third 
in frequency. The limitations in recording of the content of home 


visits prevent this from being a complete picture, but there are 
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relative differences in the frequency of items which are signifi- 
cant in giving an account of the visits the nurses make in the homes. 
Extent of All Health Services. A summary of the foregoing 


Table 16. Extent to which health services  aNalyses for the total 
we ontre year fa low-income familie of the  84%Ple of preschool chil- 
Bellevue-Yorkville District, New York City. dren who lived in the dis- 
Infants Receiving tfict the entire year is 

— shown in Table ro. It il- 

lustrates the extent to 

Number | Per Cent which these children re- 
TOTAL 428 ceived the different types 
No public health service 36.7 of services available in the 
One or more services 63-3 district. For this table a 
Agency giving service child may have been 
ane — ‘© counted in one or more 
of the groups. In fact one- 
Reset eighth of these children 


Health Department clinics , received services from 
Private agency clinics 











Hospital pediatric clinics ’, both public and private 

School examinations . : Se glee 

om ms ‘8 agencies. It is significant 
Home visits that 37 per cent of the 


Health Department nurses \ children had no health 
7 


Henry Street nurses? 21 
Other agency nurses 32 


supervision in a district 
1 Excluding visits for morbidity service. where so many services 
were available. And this is especially significant since a study of 
infant services revealed that only 6 per cent of the infants in this 
same area did not receive some health supervision."* According 
to the general plan to give supervision throughout the period of 
childhood, it would be expected that a higher percentage of the 
preschool children would continue under supervision. 
There were 233 preschool children who had no Health Depart- 
ment service, and in the families of 151 of these, another member 


16 Op. cit. 














270 The Milbank Memorial Fund Quarterly 


of the family received some service from the Health Department. 
An infant was visited by the Health Department nurse in the 
homes of 114 of these preschool children but no record was found 
that indicated a knowledge of these older children. And a school 
child was visited by the Health Department nurse in the homes 
of 79 of these preschool children. 


SUMMARY 


An analysis of the public health nursing services for an unse- 
lected sample of children ages one through five years, living in 
a low rental area of the Bellevue-Yorkville District of New York 
City, shows that either public or private agency services were 
extended to 63 per cent of the children in these low-income fam- 
ilies. Two-thirds of the children who had service received an 
amount considerably above the generally accepted standards. 

Nine per cent of the children received 46 per cent of the 
nurses’ home visits, while 59 per cent of the children were not 
visited. Four per cent of the children received 29 per cent of the 
total clinic service, while 56 per cent of the children did not attend 
any clinic. From information on the clinic records, some of the 
children having repeated services had no more serious problems 
than some of the children having a limited amount of supervision. 
This leads one to remark that intensive services for a few children 
may make the most valuable contribution to the health program 
of a district only when the children who receive them are the 
ones most in need of services. 

The Health Department program emphasizes services offered 
in child health clinics. A qualitative measure of these services is 
shown by the continuity of supervision. Upon the basis of at least 
one visit to clinic in each quarter of the year, 26 per cent of the 
children registered in Health Department clinics had regularity 
of supervision. 

At considerably over half of the Health Department clinic visits 
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involving some major problem, the physician recommended a 
return visit to clinic in less than two weeks. Immunizations, tuber- 
culin, and other special tests necessitating return to clinic in a 
short time greatly increase the percentage of successive visits 
which occur during brief periods of time. There should be provi- 
sion for these extra clinic visits, which increase the volume of 
clinic attendance, but they need not necessarily be included in 
the plan for average visits per child for continued health super- 
vision. Classification of clinic visits by problem would facilitate 
planning for clinic services. 

Excluding visits for these special immunization problems, the 
most frequent recommendation of time for return to clinic is 
approximately three months. The age of the child influences the 
recommendation for return to clinic, the one-year-old children 
having more frequent supervision than the older children. 

How recommendations for return to clinic were actually car- 
ried out is shown by the fact that 32 per cent of the sample of 
clinic visits were on time, 20 per cent occurred before they were 
due, and 39 per cent were late visits, leaving only 8 per cent with 
failure to return. 

An analysis of the problem of clinic delinquency reveals that 
there was no follow-up for 70 per cent of the overdue visits. The 
delinquent cases with major problems were not followed up any 
more promptly than those with minor problems. When remind- 
ers were given, however, post cards were sent to cases with minor 
problems, while the cases with major problems were more often 
visited in the home by the nurse. 

A commendable record was attained in the immunization pro- 
gram of preschool children, 55 per cent having been immunized 
against diphtheria and 51 per cent vaccinated against smallpox. 

Clinic services were extended to 79 per cent of the one-year-old 
children, to 42 per cent of the three-year-olds, and to 38 per cent 
of the five-year-old children. Doubtless in a program of case- 
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finding more emphasis could profitably be directed toward the 
older preschool children. 

In the families of 151 preschool children for which there was 
no record of health supervision services, other members of the 
family had some Health Department nursing service. Consider- 
able case-finding can be accomplished in a generalized program, 
if effort is directed toward bringing under supervision all the 
young children in the families in which other phases of the health 
program are being carried out. 

For the children receiving health supervision services from 
private agencies in the district, no records were found in the 
Health Department indicating that any supervision was being 
given. In this connection one may add that, to make the best use 
of combined services in a district, it would seem advisable for the 
official agency to take the leadership in coordinating the coopera- 
tion of all the agencies to obtain the most effective distribution of 
services among the entire population. This would include the 
assembling of information as to which children are receiving 


health supervision from other agencies in the district. 





FERTILITY OF HARLEM NEGROES 
by Crype V. Kiser" 


SOCIAL change of much importance during the period 
intervening between the World War and the present 


depression was the movement of Negroes to northern 
urban centers. In New York City, for instance, the Negro popu- 
lation increased 66 per cent from 1910 to 1920 and 115 per cent 
from 1920 to 1930, at which time there were 327,706 Negroes in 
the City. Less spectacular but no less fundamental than the popu- 
lation transfer itself is the problem of birth rates among urban 
Negroes. The growth of Negro population in cities has been so 
conspicuous it is little wonder some people cling to the idea that 
high fertility rates are generally found among them. It is true 
that even in some northern urban centers the annual birth rates 
of Negroes are as high or higher than those of whites. As ordi- 
narily given in terms of births per 1,000 population, however, 
annual rates are crude indices for comparison. They do not take 
into account such factors as nativity, age and sex distribution, pro- 
portions married, and social class differences in fertility. The 
above and other factors should be held constant in comparing the 
fertility rates of Negroes and whites. 

Previous studies of differences in birth rates by social class 
reported on by the staff of the Milbank Fund’ have been confined 
to white women. In order to secure similar data for a group of 
urban Negroes, a house-to-house survey among 2,256 Harlem 
Negro families was made by special enumeration in 1933.” The 

1 From the Milbank Memorial Fund. 

2(a) Sydenstricker, E., and Perrott, G. St. J.: Sickness, Unemployment, and Differen- 
tial Fertility. The Milbank Memorial Fund Quarterly, April, 1934, xii, No. 2, pp. 126-133. 

(b) Notestein, F. W., and Kiser, C. V.: Fertility of the Social Classes in the 


Native White Population of Columbus and Syracuse. Human Biology, December, 1934; 
vi, No. 4, pp. §95-611. 
(c) Lists of earlier population studies may be found in the 1930-1933 annual 
feports of the Milbank Memorial Fund. 
®The immediate occasion for undertaking the survey in 1933 was the opportunity 
(Continued on page 274) 
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area chosen for study lies between 126th and 135th Streets and 
between Lenox and Eighth Avenues. This section, known as 
Health Area 12, was chosen because available census tract data 
pertaining to rentals, and to general, infant, and tuberculosis mor- 
tality indicated it to be neither the best nor the worst economically 
or socially. It appeared to be a “middling” Harlem section. 

The schedules provided basic fertility data relating to nativity, 
date and duration of marriage, age of the husband and wife, usual 
or last occupation of the husband, and a complete birth-date roster 
of all children born. In addition, a variety of descriptive material 
was secured for each family, including religion and education of 
the husband and wife, place of residence since marriage, and 
employment and income history of all members of the household 
since 1929. 

In this paper, survey data are presented pertaining to the birth 
rates of Negroes of different occupational groups. Other sources are 
drawn upon for a discussion of the general levels of fertility 
among Harlem Negroes. 

The basic data for Negroes have been handled in a manner 
similar to that followed in previous studies of white women. The 
same occupational code was used for the division of families into 
broad social classes on the basis of the husband’s usual occupation. 
The samples upon which the rates in Table 1 are based were con- 
fined to married women of childbearing age who were living with 
their husbands at the time of the enumeration. The data were 
further confined to unions in which the husband and wife were 
of similar nativity and neither had been married more than once. 

After the above restrictions were made, the samples of native 
colored women of the white-collar class and of foreign-born 


colored women in general were too small to afford conclusive 
to utilize Negro “white-collar” investigators in collaboration with the Emergency Work 
and Relief Bureau. With the help of white enumerators from the Bureau, a similar 
investigation was carried on at the same time in the Bushwick section of Brooklyn. 
The enumerators were closely supervised and were required to demonstrate a thorough 
knowledge of the schedules and instructions before going to the field. 
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evidence of social class and nativity differences in the fertility of 
urban Negroes. From the data in Table 1, however, it appears 
probable that the native white-collar workers are a little less fer- 
tile than the native women of the laboring class and that these, 
in turn, are less fertile than foreign-born laborers. The total rate 
standardized for age among the native women of white-collar 
status was 85 births per 100 wives as compared with 97 among 
native laborers and 160 among the foreign-born laborers. On the 
other hand there appears to be little or no difference between the 
fertility rates of native skilled workers and those of native un- 
skilled laborers, and these two groups are the largest among 
Harlem families. 

In considering the above differences it should be borne in mind 
that the numbers in certain classes were small and also that all 
samples were drawn from the same general area in Harlem. It 
is possible that different results would have been obtained if ade- 
quate samples had been secured from several small areas of ex- 
tremely different economic hue. 


More conspicuous than differences in the fertility of constituent 
classes in Harlem is the generally low level of the rates in that 


Table 1. Total number of children born alive per 100 Negro wives of child- 
bearing age and of specified nativity and occupational groups. 








BirTHs PER 100 Wives 


NATIVITY AND 
OccUPATIONAL Total Rate Age—Specific Nomar or Wives 


CLASS Standardized Rates 
for Age’ | 15-24 | 25-34 | 35-44 | Total | 15-24 | 25-34 | 35-44 











Native Negro 
White collar classes 85 14 33 128 30 71 27 
All laboring classes 97 16 41 721 | 206 | 368 | 147 

Skilled workers 95 14 41 316 84 | 164 68 
Unskilled laborers 98 17 41 405 | 122 | 204 79 
Foreign Negro? 
Laboring classes 
combined 160 14 67 78 | 104 II 46 47 
1 Standardized by applying the age distributions of samples of 65,070 native-white 
married women under 45 years of age drawn from the 1910 Census. This standard 


was used in order to compare the fertility rates of whites and Negroes, Table 2. 
? Chiefly from the West Indies. 
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Brrtas Per 100 Wivzs Noumber oF Wives 


White-Collar Lat White-Collar Lat 
Workers Workers 








Negro 
Harlem 85 97 128 721 
White 
Bushwick 140 172 563 917 
Syracuse 147 ror 571 538 
Columbus 159 202 678 518 

















Table 2. Standardized birth rates per 100 wives of childbearing age among 
native Negroes and whites in specified communities and occupational groups. 


area. At this time it is impossible to present rates of a similar type 
for a white population in Manhattan Borough.* However, we do 
have comparable data for a white population in the Bushwick 
section of Brooklyn. It is true that Bushwick is somewhat removed 
from the metropolitan congestion of Manhattan. Indeed it is 

Fig 1. Comparison of standardized birth something of a “family 


rates of native Negroes with those of native : 9 
whites of similar age and occupational level. section. However, 


Data from Table 2. ; while the birth rates 
nanem Pee among native wives of 
NeGrRo 

this area are doubtless 


puswwics W777 
weirs ; higher than those of 


we mes white married women 


of the same nativity and 
“ a occupational level in 
g - =< 2. ae Manhattan, they are not 
meget high as compared with 
the similar rates found 
in Syracuse, New York, and Columbus, Ohio.* (See Table 2.) 
The rates shown in Table 2 and Figure 1 indicate the generally 
low fertility of the Negroes in the survey as compared with that 
observed among white women of similar or even higher occupa- 


“In a iater paper similar rates will be presented for white populations in selected 
areas of Manhattan. 
5 See footnote 2 (b). 
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tional level in Bushwick and other urban communities. The total 
standardized rate for native-white wives of the white-collar class 
in Bushwick was 140 births per 100 wives of childbearing age, 
a rate which is 65 per cent higher than that for Harlem women 
of the same broad occupational class and 44 per cent higher than 
that for Harlem laborers. The rate for Bushwick native laborers 
was 172 births per 100 wives or 77 per cent higher than that for 
Harlem laborers. 

Still further refinements of the data were made to test the pos- 
sible influence of age at marriage, duration and time of marriage, 
and place of residence since marriage. For purposes of compari- 
son these restrictions could be made only for the laboring classes 
specified in Table 3 and Figure 2. The data were restricted to 
women who married in 1920 or later, were under 30 years of age 


Table 3. Cumulative birth rates per 100 wives in successive years of married 
life in selected native laboring groups of Harlem and Bushwick. 





Brirtus PER 100 WIvEs Noumszr or Wives 





Harlem Negro Bushwick Harlem Negro | Bushwick 
Skilled and White Skilled and White 
Unskilled Skilled Unskilled Skilled 





18 21 498 475 
40 61 445 442 
56 88 377 400 
66 108 318 361 
78 124 j 262. 322 


85 142 201 284 
gz 156 156 252 
98 164 130 210 
100 174 or 165 
107 186 68 126 


116 196 47 85 
116 198 26 46 


i 
ow on an VPwPr 


4 
Pe 




















_ | The data relate to women married in 1920 or later at ages under 30. All had lived 
in New York or other northern cities since marriage. 


_ Since the fertility rates for Negroes of skilled and unskilled status were not sig- 
nificantly different, the two classes were combined to increase the sample. 
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at the time of marriage, and since marriage resided in New York 
or in another northern city before coming to New York. Birth 
rates per 100 wives were computed separately for successive years 





—_ of married life and these 
neal __ | were cumulated for in- 
peal dices of total number of 

ial Le children born in succes- 


sive years. The results of 
this tabulation clearly 
indicate that the exceed- 
ingly low rates in Har- 
lem persist when the 


5°- 




















a me i Re ee ee oe Be i ee above mentioned fac- 
Come.ereo Years Marrico tors are virtually held 
Fig. 2. Comparison of cumulative birth rates 
of Negroes with those of whites in selected constant. : 
laboring groups. Data from Table 3. The best available 


comparison of birth rates of Harlem Negroes with those of south- 
ern colored women is afforded by Census data and vital statistics 
reports for 1930." In Table 4 it will be seen that in that year there 
were gt births in Central Harlem per 1,000 married colored women 
of childbearing age as compared with 187 and 188 respectively 
in Virginia and North Carolina, two states which have been in 
the birth registration area since 1917. Similar rates for Birmingham 
and Atlanta were as low as the rate for colored women in New 
York City as a whole, but it is possible that birth registration is 
not as complete in those southern cities although they have been 


in the registration area since 1928. In Richmond, Virginia, the 


®The number of married women of childbearing age in the southern areas and 
in New York City and its boroughs in Table 3 were secured from published 1930 
Census data. For Central Harlem and Manhattan exclusive of Harlem, figures were 
estimated from unpublished 1930 Census data furnished by the Welfare Council of 
New York City. The numbers of births were obtained from the 1930 Federal report, 
“Birth, Stillbirth, and Infant Mortality Statistics” and from “Vital Statistics by Health 
Areas,” New York City Department of Health, 1930. In this paper rates from official 
data are given only for the year 1930, due to uncertainties of population changes since 
the Census. 
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BIRTHS PER 1,000 Number or Marriep 
Arga Marriep WoMEN Women 15-44 YEARS 
15-44 Years or AGE or AGE 
TOTAL NEW YORK CITY 113 67,994 
Boroughs 
Manhattan 105 47,283 
Central Harlem gt 30,321 
Manhattan, exclusive of Central 
Harlem 130 16,962 
Bronx 148 2,431 
Brooklyn 139 14,009 
Queens 96 3,846 
Richmond 129 425 
SELECTED SOUTHERN AREAS 
Virginia 187 84,263 
North Carolina 188 124,263 
Richmond, Virginia 136 8,880 











Table 4. Number of live births in 1930 per 1,000 colored married women of 
childbearing age in specified areas of New York City and the South. 
rate was 136 births per 1,000 colored women of childbearing age 
in 1930. 

The birth rates computed from official sources also show that 
Central Harlem is an especially low birth rate area of the New 
York City colored population. The 1930 birth rate per 1,000 
colored married women of childbearing age was g1 in Central 
Harlem as compared with 130 among colored women in other 
parts of Manhattan Borough. With the exception of the rate in 
Queens, the rates among colored women in other boroughs ex- 
tended from 129 to 148. It appears, therefore, that the low rate in 
Harlem is in part due to intra-city selective processes.’ 


™Back of the intra-city selective factors is the possibility of selection with regard 
to the major interests of Negroes who migrated to New York from southern areas. 
Perhaps the Negroes who came to northern cities are largely those who attach more 
importance to independence and new experience than to family life. This factor may 
affect the present fertility of urban Negroes due to the recency of the Negro migration, 
and possibly exists to a greater degree among Negroes in Harlem than among those in 
other parts of the City. This is obviously an intangible factor and it would be difficult 
to establish or refute with certainty its presence or importance. 
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Among such intra-city selective factors tending to bring about 
a low birth rate in Harlem, high rentals probably occupy an im- 
portant place. While it may not be commonly realized, the 1930 
median rental in Harlem was $52 per month as compared with 
$44 in the whole of Manhattan and $46 in Greater New York, 
white and colored combined.* The Harlem median rentals for 
1930 were strikingly higher than those in certain Manhattan areas 
of foreign-white residents. For example, in Health Area 60 of the 
Lower East Side.® While these figures present a picture somewhat 
the 1930 median rental was only $20. 

The amount of rent per room per month indicates that the fore- 
going comparisons may be somewhat exaggerated due to the 
presence of large flats in Harlem. These data, as of 1934, are avail- 
able from the recent reports of the “Real Property Inventory.” The 
rent per room per month was found to be $7.47 in Central Har- 
_ lem, $7.77 in all Manhattan, and $5.27 in Health Area 60 of the 
Lower East Side.’ While these figures present a picture somewhat 
different from that concerning total rentals, they indicate the 


reality of relatively high rents in the Negro area. 

That the proportion which such rents bear to family incomes 
in Harlem is also high is shown in an intensive family income 
study of six “typical blocks” in Harlem recently conducted by the 
New York City Housing Authority.” According to this report, 


8 “Statistical Reference Data, Five-Year Period 1929-1933,” compiled by G. J. Drolet 
and M. P. Potter under the direction of K. D. Widdemer, Committee on Neighborhood 
Health Development, Department of Health, New York City, 1935. This same report 
affords graphic comparisons of rentals in three Manhattan health center districts which 
are designated as “sore spot” areas with reference to mortality rates. One of these 
areas is Central Harlem and the others are East Harlem and the Lower West Side. In 
large part the latter two are areas of foreign-white residents. Presumably the three 
areas are fairly comparable with reference to economic circumstances of the residents, 
but the 1930 median rental was only $35 in the Lower West Side and $30 in East 
Harlem as compared with $52 in Central Harlem. 

®The above figures were computed from relevant data in the Manhattan section of 
the report, “Real Property Inventory,” The New York City Housing Authority, 1935. 

10“Harlem Family Income Survey.” New York City Housing Authority, Harlem 


(Continued on page 281) 
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the average income received by 1,990 families in the six blocks 
was $76.80 per month and the average rental per month was 
$30.39, or 39.9 per cent of the income. 

The low income status of Harlem Negroes revealed in the 
above mentioned study is borne out by our own survey data. An 
analysis of the total family incomes in 1929 and 1932 among the 
Harlem Negroes surveyed indicated that almost one-fourth of 
the families received less than an average of $100 per month in 
the pre-depression year and that almost 60 per cent received less 
than this amount in 1932. During this period the median yearly 
family income fell from $1,808 to $1,019, a decline of about 44 
per cent.” 

The economic pressure of such low incomes, coupled with high 
rents, has necessitated the gainful employment of wives. As is 
generally known, birth rates among employed women tend to be 
low, and the high proportion of Negro wives who contribute to 
the family income undoubtedly is an important factor underlying 
the low fertility of Harlem Negro marriages. Including those 
who took in lodgers, 61 per cent of the native-colored wives in the 
Harlem survey reported at least some gainful employment. The 
outstanding occupations were those of housework and other 
domestic and personal services. Only 17 per cent of the native- 
white wives in the Bushwick survey reported gainful employment 
of any kind. 

An adequate interpretation of the low fertility rates of Harlem 
Negroes would involve a careful analysis of factors other than 


Branch, Will Thomas Williams, Location Director (Unpublished document, pp. 5, 20). 

See also “Harlem 1934: A Study of Real Property and Negro Population.” Prepared 
for The New York City Housing Authority, 1935. 

11The significance of this decline is emphasized by the much smaller decline in 
cost of living during this time. According to figures published by the United States 
Bureau of Labor, the cost of living index for wage-earning and low-salaried families 
in New York City declined only 17 per cent from June, 1929, to June, 1932. A more 
detailed analysis of this whole subject of income changes among Harlem families may 
be found in an article by the writer: Diminishing Family Income in Harlem. Oppor- 
tunity, June, 1935, xiii, No. 6, pp. 171-173. 
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those relating to economic pressure. For instance, the high inci- 
dence of venereal diseases among urban Negroes is sometimes 
mentioned as a direct cause and this factor probably does account 
in some measure for the low birth rates. The evidence for this is 
indirect, but it is interesting to note that from 1929 through 1933 
the annual average rate of total venereal disease new case registra- 
tion per 100,000 population was much higher in Central Harlem 
than in any other health center district of the City. This rate was 
3,133 as compared with 653 for the City as a whole, a ratio of 
almost five to one. The rate was about three times higher than in 
the Lower East Side.’* In spite of well-known inadequacies of 
such data, referring as they do only to registered cases, there is 
little doubt that both gonorrhea and syphilis are more common 
among Negroes of the City than among whites. 

It is not possible to measure the force of these diseases on birth 
rates. However, it is generally accepted that at least temporary 
sterility may be induced by gonorrhea as a result of inflammatory 
changes in the genital organs of males or females. While there 
is not universal agreement as to the importance of syphilis on the 
outcome of pregnancies, it is interesting to note findings from a 
few studies. From data in “Syphilis in Pregnancy,” ** one of the 
cooperative clinical studies, it has been computed that 24.5 per 
cent of the 607 pregnancies of women under observation or treat- 
ment for syphilis terminated in miscarriages, stillbirths, and abor- 
tions. McCord,” in a study of pregnant women with four plus 
Wassermanns, found that among 212 non-treated cases, 33.6 per 
cent of the pregnancies terminated as premature and full-term 


12 Statistical Reference Data. Op. cit., p. 87. 

18 Cole, H. N.; Moore, J. E.; O'Leary, P. A.; Stokes, J. H.; Wile, U. J.; Clark, T.; 
Parran, T.; Vonderlehr, R. A.; and Usilton, L. J.: Syphilis in Pregnancy. Venereal 
Disease laformation. United States Public Health Service, March, 1934, xv, No. 3. Data 
used were taken from Table II, p. 19. 

14 McCord, J. R., M.D.: “Syphilis and Pregnancy,” a chapter in FETAL, NEWBORN, 
AND MATERNAL MORBIDITY AND MORTALITY, a publication of The White House Confer- 
ence on Child Health and Protection. New York, D. Appleton-Century Company, 1931, 


p. 65. 
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stillbirths. An earlier report issued by the New York Association 
for Improving the Condition of the Poor*® and pertaining to 
colored women of the Columbus Hill section of New York City, 
indicated that 24.5 per cent of 449 total past pregnancies of un- 
treated and unsupervised syphilitic women ended in stillbirths 
and miscarriages. 

Thus the above studies may appear to show that from one-third 
to one-fourth of the pregnancies of syphilitic women terminate 
in stillbirths, miscarriages, and spontaneous abortions. Similar 
data for a selected white population in which there is presumably 
a small incidence of syphilis indicated that only one-tenth of the 
pregnancies (exclusive of those terminating in induced abortions) 
resulted in stillbirths and spontaneous abortions. The data are 
based upon a study of gg1 ** Bronx (New York) women who 
attended a birth control clinic in 1931 and 1932. The information 
was collected by Dr. Regine K. Stix of the Fund’s staff, through 
personal interviews in which a special effort was made to obtain 
complete pregnancy histories. 

It should be emphasized that in the foregoing discussion of 
possible factors underlying the low birth rates in Harlem, the 
procedure has been simply that of pointing out the presence of 
certain conditions which appear to be associated with low birth 
rates in a specific area. There is no doubt of the influence of intra- 
city selective processes but conclusive and precise evidence of the 
manner in which economic pressure, for instance, influences fer- 
tility must await definitive results from specialized and well- 
controlled data. It should also be pointed out that any implication 
of the determinative influence of economic hardships is based on 
the assumption that some form of voluntary limitation of families 


18 Health Work for Mothers and Children in a Colored Community. Publication 131. 
Issued by the New York Association for Improving the Condition of the Poor, 1924, p. 11. 

16 The women are largely Jewish. For the present analysis, criminal and therapeutic 
abortions were excluded in order to make the data more comparable with those 
previously mentioned. Although not explicitly stated in the reports cited, it has been 
assumed that few, if any, induced abortions were included. 
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is practiced. This whole field and that of the net influence of 
venereal disease on the birth rates of urban Negroes require fur- 
ther investigation. 

In summary, the Negro families included in the survey are too 
much alike with respect to nativity and occupational level to 
afford an adequate analysis of class differences in fertility. There 
is the suggestion, however, that native-born Negroes of the white- 
collar class are somewhat less fertile than native-born laborers 
and these in turn are less fertile than foreign-born Negroes of the 
same occupational level. Approximately the same rates of fertility 
were observed among native Negroes of skilled and unskilled 
occupations and these classes combined are the dominant ones in 
Harlem. 

Of most importance in the study is the fact that the birth rates 
among Harlem Negroes are generally very low. This situation is 
due partly to selective processes with reference to residence in 
Harlem as indicated by higher birth rates among the colored 
population in other parts of the City. Nevertheless the fact re- 
mains that Harlem is the chief residence of New York Negroes 
and birth rates in this section are exceedingly low. Although the 
data do not afford conclusive evidence, being largely circumstan- 
tial, it would appear that the factors of high rents, low incomes, 
and gainful employment of women have important bearing on 
the low fertility rates among Harlem Negroes. Selective factors 
relative to the interests of individuals who migrate to cities may 
be involved and it is also possible that the incidence of venereal 
disease among urban Negroes may account in part for the low 
birth rates. It seems more likely, however, that the situation re- 
flects a deliberate limitation of families among married couples 
who can ill afford more children in the City. It may be that the 
low fertility rates of urban Negroes are temporary accompani- 
ments of urbanization and may be increased as the preliminary 
stages of adjustment are passed. It should be emphasized, how- 
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ever, that an adequate interpretation of the whole problem must 
await investigations of a more specialized nature than the pres- 
ent one. ' 
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CAUSAL AND SELECTIVE FACTORS IN SICKNESS 


T°? what extent are selective factors involved in the higher sickness 
rates among the “depression poor”? This question is discussed in 
a joint article on “Causal and Selective Factors in Sickness,” which 
appears as a chapter in SOCIAL CHANGES DURING DEPRESSION AND RECOVERY, 
edited by Professor William F. Ogburn, of the University of Chicago.’ 
The authors, G. St. J. Perrott and Edgar Sydenstricker, present an 
analysis of the so-called “Health and Depression” studies carried on 
by the Office of Statistical Investigations of the United States Public 
Health Service and the Division of Research of the Milbank Memorial 
Fund, from the point of view of the relative importance of the causal 
and selective factors involved. 

These studies are based on a survey of 12,000 wage-earning families 
in ten localities made early in 1933. They indicated a relatively high 
rate of disabling illness among families hardest hit by the depression 
and in particular among those who were on relief in 1932. Factors 
contributing to this high illness rate among the new poor may have 
been (1) causal, reduced standards of living affecting the health of 
these families unfavorably; or they may have been (2) selective, for 
example, (a) sickly wage-earners, unemployed because of illness, were 
concentrated among the new poor, (b) a tendency to sickliness may 
be associated with inability to succeed during a period of increased 
competition for jobs, even though sickness itself is not the direct cause 
of unemployment. The authors believe that the causal factor was more 
important because (1) the excess in illness rates among the unem- 
ployed was found among children as well as adults; (2) the highest 
illness rate was exhibited by families that suffered the greatest loss of 
income; and (3) when all families were excluded in which the wage- 


1 SOCIAL CHANGES DURING DEPRESSION AND RECOVERY. Edited by William F. Ogburn. 
Chicago, University of Chicago Press, 1935. 
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earner at any time between 1929 and 1932 was unemployed because 
of illness, the same excess in illness rate was observed in the group 
that had fallen from comfort to poverty during the depression. 

In commenting upon these findings, the authors suggest that it 
seems reasonable to suppose that a reduced standard of living, includ- 
ing crowded housing conditions, lack of food, clothing, and medical 
care which accompany loss of income, had a part in causing the higher 
sickness rate in 1935. However, the authors point out that two other 
factors may have played a part. To quote from the paper: 

(1) Unemployment of wage-earners due to sickness probably 
contributed to the loss in income of certain families; these 
persons may have been concentrated in the group that suffered 
economic reverses during the depression and have been respon- 
sible for at least a part of the high illness-rate in this group. 
However, analysis of the data shows this to be a relatively 
unimportant factor. Individuals unemployed due to sickness 
were not concentrated among the new poor (Table 1) and 
furthermore the same excess in sickness rates was observed in 
this group when all families were excluded in which there was 
unemployment due to sickness at any time between 1929 and 
1932 (prior to the survey period). 

(2) The depression may have been a great sifting process, 
separating the fit from the unfit. In spite of innumerable ex- 
ceptions, the men who kept their jobs were, on the average, the 
more vigorous, capable, and intelligent ones. Moreover, with 
many exceptions, it is true that those who lost their jobs were 
less efficient than those who remained employed. This inef- 
ficiency may have been exhibited in many ways distinct from 
inability to compete in the economic struggle—perhaps a dia- 
thesis or tendency toward sickliness existed among these fami- 
lies as a concomitant of the economic inefficiency of the wage- 
earner. This explanation of the higher sickness-rates among the 
new poor does not assume sickness, per se, as a cause of unem- 
ployment but postulates an inherent inferiority of which un- 
employment was one manifestation and ill health another. 
According to this hypothesis, the new pocr would have ex- 
hibited a high illness-rate even in 1929 (if they could have 
been singled out for observation), and their lowered standard 
of living during the depression was not the prime cause of 
their high illness-rate. 

The writers admit the possibility that selection played a part 
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in bringing about the situation observed in 1933, but it does 
not seem probable that selection of the less fit by the depression- 
screen is the whole story. Undoubtedly, those who became 
unemployed during the depression were, on the average, the 
least well equipped to compete in the keen struggle for jobs. 
For example (Table 1), when we compare the new poor in 
the surveyed group with those who remained comfortable 
throughout the depression, we find they had fewer household 
heads with high-school or college education, fewer in the 
white-collar occupations in 1929, that they lived in more 
crowded living quarters even in 1929, and exhibited a higher 
birth rate. Some of these findings appear to indicate that fami- 
lies of certain types were least successful in weathering the 
depression. However, only a rabid geneticist would believe that 
a theory of selection contains the sole explanation of the results 
of the present survey. As a matter of fact, when illness-rates 
Table 1. Characteristics of white wage-carning families classified according to per 
capita income change, 1929-1932—five cities surveyed early in 1933.2 





“OMFORTABLE|COMFORTABLE| Poor IN 
IN 1929 |1929——Poor,} 1929 AND 
AND 1932 1932 1932 








Percentage of all families: 
With full-time workers, 1929 ; R 33-1 
With full-time workers, 1932 . . 19.7 
With no employed workers, 1932 : . 34.6 
With chief wage-earner a white-collar worker, 

in 1929 " . 13.0 
On relief, 1929 , ’ 14.7 
On relief, 1932 " P 55-9 
With household head native of native parents . ; 26.3 
With household head having high-school or 

college education : " 72 
With unemployment due to illness, 1931-1932 , : 9.1 


Persons per family, 1933 d ’ 6.1 

Persons per room, 1929 . 

Persons per room, 1932 

Annual birth-rate? per 1,000 married women, 
aged 15-44 years, 1929-1932 107 178 

Disabling illness per 1,000 persons for three- 
month period 119 153 














1 Baltimore, Cleveland, Detroit, Pittsburgh, and Syracuse. : 
*Total family income was used in classifying families for birth-rate tabulation: 
— indicates annual family income of $2,000 and over; “poor,” under 
Income classifications are based on earni for the year; hence a few families 
that went on relief late in 1929 or 1932 are still classed as comfortable. 











Annotations 


are made specific for age, sex, race, education, occupation, and 
relief status, the association between drop in income and high 
illness-rate is still evident. 

A study now being made of the death-rate among families 
who became unemployed during the depression will throw 
further light on the question, because it is possible to obtain 
information on deaths for a number of years prior to the 
canvass, which is not feasible in a sickness survey. Hence, 
trends in the death-rate from 1929 to the present time can be 
studied for groups of families that had various types of eco- 
nomic history during the depression. Preliminary results indi- 
cate a rise in the death-rate between 1929 and 1933 among 
families in which the wage-earner became unemployed in this 
period. 

The facts that the excess in illness-rates appears among chil- 
dren as well as adults and that the highest illness-rates are 
exhibited by families that had dropped from the highest level 
in 1929 appear to point to a definite causal relation between 
lowered standard of living and high illness-rate. But whatever 
the cause, the depression has presented to society for support 
a group of some 20 million persons in the United States who 
are now on relief rolls, among whom sickness is probably more 
prevalent than in the rest of the population. It must be recog- 
nized that medical care and preventive services for these per- 
sons are a necessity of life as well as food, clothing, and 
shelter. These necessities must be made available to all if the 
health of the wage-earning population is to be maintained. 


Epcar SYDENSTRICKER 


VACCINATION AGAINST TUBERCULOSIS 


ROBABLY no research in tuberculosis being pursued at the present 
Prime is being watched with more interest than the study of the 
B C G vaccination introduced by Calmette in France. Since the days 
of Pasteur’s great achievements in prophylactic immunization public 
attention has always been held by this type of medical progress. Also, 
in spite of the decline in tuberculosis mortality, there is still a sub- 
stantial number of deaths from the disease among infants and small 
children, and vaccination holds forth the hope of protection for those 
living in tuberculous homes. 
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The bacillus of Calmette and Guerin (B C G) is an attenuated 
form of the bovine type of tubercle which was isolated originally in 
1908 as a normally virulent organism and was subcultured for thirteen 
years on a bile-glycerine-potato medium before it was used for human 
vaccination. There has been some doubt as to the wisdom of inocu- 
lating human beings with living tubercle bacilli even though attenu- 
ated. This has resulted in study of vaccination with heat-killed bacilli. 
Both of these types of vaccination against tuberculosis have been 
thoroughly tested by means of animal experimentation in the labora- 
tory. There are in the United States and Canada three outstanding 
experiments in the use of such vaccination for infants in tubercu- 
lous families which are being reported upon from time to time. 

Park, Kereszturi, et al* have administered B C G orally to new- 
born children and subcutaneously or intradermally to children a few 
months of age in tuberculous households in New York City. At the 
present time mortality is the only criterion which can be used in 
judging the effectiveness of vaccination. The tuberculosis death rate 
during the first year of life among the 239 newborn children vacci- 
nated orally was 0.8 per 100. The death rate of 3.2 per 100 among the 
189 control children was four times as high as the rate among the 
vaccinated. Unfortunately the death rate from causes other than tuber- 
culosis was so much higher among the vaccinated infants compared 
with the control group that some doubt is cast upon the validity of 
what seemed to be positive evidence of the value of B C G. On the 
other hand, among 150 children who were negative to 10 Mg. of 
tuberculin when first observed and were vaccinated parenterally a 
few months after birth, there was no mortality from tuberculosis, con- 
trasted with a mortality of 2.1 per 100 in a group of 424 controls (155 
positive initial Mantoux and 269 negative initial Mantoux). The mor- 
tality from causes other than tuberculosis was approximately equal for 
the two groups, vaccinated 3.3 and unvaccinated 3.1 per 100. 


Baudouin’ recently has published a report on vaccination against 

1 Park, William H.; Kereszturi, Camille; Mishulow, Lucy: Effect of Vaccination with 
B C G on Children from Tuberculous Families. Journal of American Medical Association, 
November 18, 1933, 101, pp. 1619-1625. 

Kereszturi, Camille; Park, W. H.; Vogel, P.; Levine, M.: Fate of Children of Tuber- 
culous Families Including Those Treated and Those Not Treated with B C G. American 
Journal of Diseases of Children, September, 1934, 48, pp. 507-516. 

2 Baudouin, J. A.: Vaccination Against Tuberculosis with the B C G Vaccine. Illinois 
Health Messenger, March 1, 1935, vii, No. 5, pp. 22-28. 
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tuberculosis with B C G vaccine which was submitted to the subcom- 
mittee on tuberculosis of the National Research Council of Canada. 
This particular study deals with 437 vaccinated newborn babies and 
631 unvaccinated newborn babies who have been observed from one 
to six years after vaccination. During the first twelve months of life 
the death rate from tuberculosis (4.2 per 100) among the unvaccinated 
infants was four times the rate (1.1) among infants given B C G. The 
death rate from causes other than tuberculosis was practically the same 
for both groups, 6.3 and 6.4 per 100. For children who had attained 
ages from one to six years, the tuberculosis mortality was slightly more 
than twice as high for the unvaccinated as the vaccinated and the 
mortality from other causes was slightly less in the control or unvacci- 
nated group. 

The difference in the mortality from tuberculosis among the vacci- 
nated and unvaccinated infants during the first year of life was found 
to be even more striking when only those in contact with positive 
sputum cases were considered. The death rate of 7 per 100 was slightly 
less than 6 times the rate of 1.2 among infants given B C G. 

From this seven years’ experience in the study of B C G it is con- 
cluded that “vaccination with B C G is an absolutely harmless pro- 
cedure.” It was noted also that the protection following vaccination 
was evident most strikingly in infants under one year of age and 
consequently the next step considered important is to determine the 
extent and duration of the immunity thus developed. 

The tuberculosis mortality experience noted in both experiments 
with B C G, that of Park and Baudouin, is more similar than dis- 
similar. There is also agreement as to the harmlessness of B C G, but 
Park’s conclusion as to its effectiveness is tentative since he says, 
“Vaccination apparently decreases the mortality due to tuberculosis. . . . 
The cases were too few to warrant our considering the results more 
than suggestive that vaccination with B C G prevents a number of 
children from dying of tuberculosis.” On the other hand Baudouin 
concludes that “B C G vaccine is an indispensable weapon in any 
campaign directed against tuberculosis.” 

If one may venture a criticism of these two studies, the reader is left 
in ignorance as to how the controls were selected and as to whether 
or not all factors which might affect mortality, such as segregation, 
medical care, and nursing service are held constant for both groups. 
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For humane reasons it is practically impossible to secure an adequate 
control group for the study of B C G. Nevertheless we should know 
in what respects the two groups, vaccinated and unvaccinated, are 
comparable. 

Goodwin and Schwentker* have reported on method and progress 
in an investigation of the protection against tuberculosis in infants 
by the use of heat-killed human tubercle bacilli carried on at the 
Harriet Lane Home of the Johns Hopkins Hospital in Baltimore. The 
use of the vaccine was limited to newborn babies or very young infants 
without previous exposure to tuberculosis whose tuberculin tests were 
negative. No infants were inoculated unless there were reasonable 
expectations of their being exposed to active tuberculosis. Intramus- 
cular injection was the only method of vaccination employed. Among 
the 50 vaccinated children who have been observed more than one 
year, there was one death from tuberculosis or a rate of 2 per 100, 
The tuberculosis mortality among 196 unvaccinated infants used as 
a control group was 4.6 per 100, or slightly more than twice as high 
as among the vaccinated. 

The control group consisted of infants who were brought to the 
tuberculosis clinic of the Harriet Lane Home because of exposure to 
tuberculosis. None came to the clinic because of illness. The racial 
and geographic distribution of the control children was reported as 
practically identical with the vaccinated group and the two groups 
were followed over the same period of time and received the same 
medical and social aid. The authors quite frankly state that the two 
series of cases, vaccinated and unvaccinated, are not strictly comparable 
since the babies inoculated in the hospital were kept there for a period 
of weeks free from contact with tuberculosis, while the others remained 
in the home during that early period when the chance of infection is 
so great. 

In concluding the authors express the following opinion: “Our work 
has given us the clinical impression that the inoculated children re- 
ceived some degree of protection from tuberculosis. It remains for us 
to continue the work for some years to test the validity of this impres- 
sion. We feel that the method (inoculation with the heat-killed bacilli) 

8 Goodwin, T. Campbell, and Schwentker, Francis F.: Protective Inoculation against 
Tuberculosis in Infants by the Use of Heat-Killed Human Tubercle Bacilli. The Journal 
of Pediatrics, October, 1934, v, No. 4, p. 475. 
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is a hopeful one and that it is much less open to criticism than the 
injection of attenuated living organisms, The use of the vaccine should 
not be widespread until many more children are inoculated under the 
most careful supervision.” 

The public health attitude in the United States has been to withhold 
any general use of vaccination of infants until experimental data have 
been sufficient to establish both its harmlessness and its protective 
value. Pending the accumulation of more data, it seems a sound policy 
to continue to emphasize the prompt isolation of the infant exposed to 


contagion in the tuberculous family. Jean Do 


MATERNAL MORTALITY IN ROCHDALE 


SUCCESSFUL community effort to reduce the death rate among 

mothers during childbirth has been reported from Rochdale, a 
county borough in Lancashire, England. The analysis of the experi- 
ence in this area which was published’ in the British Medical Journal, 
February 16, 1935, deserves the careful consideration of public health 
and medical groups generally. The maternal mortality rate in Roch- 
dale had averaged 8.33 per 1,000 live births for the five years 1925-1929 
and was one of the highest in England and Wales. For the three years 
during which “a deliberate effort to recast the maternity service” has 
been made, 1932-1934, the maternal death rate was 2.99. 

A new local medical officer of health, Dr. Andrew Topping, as- 
sumed duty in October, 1930, and is credited by the authors of the 
report with having initiated the administrative program which has 
been followed. His successor, Dr. John Innes, has guided the program 
since 1932. A study of the clinical records for women who had died 
from puerperal causes led Dr. Topping to the conclusion “that the 
factors contributing to the fatalities could, in the main, be divided 
into two groups: (a) those which arose from imperfect supervision of 
pregnancy, so that women with complications failed to receive treat- 
ment sufficiently early to safeguard them against danger; and (b) those 
which arose from inadequate obstetric care during the course of 
labour. It was found, for example, in Group a that deaths were oc- 


1 Oxley, W. H. F.; Phillips, Miles H., M.D.; and Young, James, M.D.: Maternal 
Mortality in Rochdale, An Achievement in a Black Area. British Medical a 
February 16, 1935, No. 3867, pp. 304-307. 
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curring from toxaemia, ante-partum bleeding, pelvic contraction, et 
cetera, in women whose abnormality was allowed to progress to the 
point of danger before the institution of adequate therapeutic meas- 
ures. In Group 4 there were cases in which ineffectual and damaging 
attempts at instrumental intervention had been made, and in which, 
on review, it was clear that a greater regard for safety would have led 
to the withholding of such artificial intervention altogether, or, in 
those comparatively few cases showing evidence of potential or actual 
obstruction to labour, to an early removal to hospital, where the neces- 
sary treatment could have been carried out under conditions of safety 
difficult to attain in an ordinary home.” 

The steps taken to obtain the necessary cooperation and interest in 
a plan to improve the maternity services are described thus: 


With the help of the chairman and secretary of the local 
Division of the British Medical Association, meetings of the 
general practitioners in the area were held at which the facts 
were freely and frankly discussed. The interest and support of 
the medical profession and of the midwives were thus enlisted 
at the outset and, as will become apparent in the course of this 
statement, to this must be ascribed a large measure of the 
success that attended the subsequent efforts. 

The next step was, by means of ali available agencies, such as 
the platform, the pulpit, and the Press, to awaken the com- 
munity to an interest in the subject. By the use of appropriate 
propaganda, in which the Health Week was utilized, the people 
of Rochdale were informed in a manner that was throughout 
frank, but at the same time tactful, of the medical facts. It was 
represented that to safeguard themselves the women should 
make use of the ante-natal clinics; they should at once report 
to their doctor or to the clinic at the first sign of abnormality; 
and they should refrain from attempting to coerce the doctor 
or the midwife to adopt measures to hurry the process of labour 
in a manner of which their judgment disapproved. We have 
ascertained that. in this propaganda campaign the local press 
and those religious and other societies which had a platform 
to offer, such as the churches, the factories, et cetera, all played 
an important and willing part. 


The authors of this report on the results of the maternity program 
in Rochdale carried out a personal investigation in January, 1935, 
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Table 1. Maternal mortality in Rochdale, Lancashire, England, prior to and 
after special efforts to improve maternity services. 


which consisted chiefly of interviewing those “intimately engaged in 
carrying out the maternity services” and in studying “the circumstances 
leading up to the deaths” that occurred during the three years prior 
to the special effort, 1929-1931, as well as those that occurred during 
1932-1934. Deaths during pregnancy and childbirth which had been 
classed by the Registrar-General as due to some intercurrent disease 
were also considered. The maternal death rates in each three-year 
period according to the official classification and according to the 
authors’ classification are shown in Table 1. 

The decline in maternal deaths is very striking and is statistically 
significant.’ Furthermore, as the authors point out, the number of 
deaths from each important cause declined; there were fewer deaths 
from sepsis, toxaemias, eclampsia, obstetric shock, and ante-partum and 
post-partum bleeding. 

Other significant findings reported were that “there had been a 
marked general reduction in the number of cases admitted (to the 
local maternity hospital) late in labour;” and that “women with com- 
plications noted during pregnancy and labour were being sent, in 
increasing numbers, to hospital at a stage when the condition was 
capable of being treated with greater safety.” There was little change 
in the number of births in the hospital, but the mortality among hos- 
pital births showed a marked decline; there were 16 deaths among 
1,927 births during 1929-1931 and 6 out of 1,800 births in hospital 
during 1932-1934. 

“A considerable part of the success of the effort is to be traced to the 
improved practice of the doctors and midwives of the area,” is the 
conclusion of the authors. “In greatest measure, we believe,” they 


2The difference between the rates in the two periods, based on the authors’ classi- 
fication, is more than four times its probable error, 6.1 + 1.32. 
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write, “that the change had its origin in the anxiety of those concerned 
to review in the frankest possible manner the principles which had 
previously guided their practice after their attention had been directed 
to the causes of the sinister position occupied by their town in the 
realm of maternal welfare.” It follows quite logically that the authors 
are impressed “with the importance of a full inquiry by a responsible 
body into the circumstances leading to the maternal deaths in an area 
as a means of discovering the ways in which the standard of service 
may be raised,” and “strongly suggest that it should become part of 
the routine practice of each administrative area.” 

The intensive efforts made in Rochdale to enlighten the women by 
the frank dissemination of information also are credited by the authors 
with a profound part in raising the standard of service. They believe 
that: 


It has undoubtedly led them to seek advice in order to safe- 
guard their health during pregnancy, and to solicit medical aid 
more quickly now that they realize the possible dangers of 
bleeding, severe headaches, sickness, et cetera. It has, in ad- 
dition, brought to their notice the dangers that may attend 
instrumental delivery, and has tended to discourage the belief, 
which so often prejudices both the peace of mind and the prac- 
tice of the practitioner, that the best doctor is he who can 
deliver them most quickly. Finally, by exerting a continual 
moral pressure, it has inspired those directly engaged in the 
maternity services—the public health authority, the doctors, the 
midwives, the health visitors, and the hospital authorities—to 
greater efforts in their attempt to build up a system more 
worthy of their town. 


Recent studies of maternal mortality in the United States have led 
to conclusions in general agreement with those of Dr. Topping in 
Rochdale, namely, that many deaths were preventable and that pre- 
vention was dependent on improved obstetric practice and the educa- 
tion of mothers concerning the importance of medical supervision 
during pregnancy. The success of the intensive campaign in Rochdale 
has demonstrated that mothers’ lives can be saved if the medical 
practitioners, the public health authorities and public groups cooperate 
in an effort to improve maternity services. 

Dorotny G. WIEHL 
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DIFFERENTIAL FERTILITY IN THE NETHERLANDS 


{jon Netherlands is particularly interesting to students of population 
problems because it presents the anomaly of a very densely popu- 
lated country with an exceptionally low death rate and a rather high 
birth rate. Furthermore, the excellence of its vital statistics permits a 
closer study of the problems presented than is possible in any, except 
perhaps the Scandinavian, countries. 

Dr. Methorst’s monograph on “Differential Fertility in the Nether- 
lands” is a case in point. It presents the results of an unusually detailed 
survey of differential fertility and child mortality in selected “towns” 
and “rural” areas. The survey was made as of 1927 and the report is 
presented as the Netherlands National Committee’s contribution to 
the work of the International Population Union. The findings are 
compared with those of a survey made along similar lines by the 
Central Commission for Statistics thirty years earlier. 

The data presented indicate that during the thirty years prior to 
1927 the fertility of married women declined more rapidly in the 
towns than in the rural districts, and apparently more rapidly in the 
upper income classes than in the lower, both in the towns and rural 
districts. 

In both types of communities wives adhering to the Christian Re- 
formed, Roman Catholic, and Reformed churches were more fertile 
than “Other Protestants” and Jews. The proportion of families in 
which first births occurred less than nine months after marriage was 
lowest among the Christian Reformed and Reformed Church people 
and highest among “Other Protestants” and those who did not adhere 
to any creed. In general, the interval between marriage and the first 
birth increased with income status. 

The proportion of childless unions was smaller in rural districts 
than in towns and somewhat smaller in the lower than in the higher 
income classes. Such families were more frequent among the Protes- 
tants than Catholics, and among employers than workers. 

The mortality of children under five years of age declined much 
more rapidly during the thirty years prior to 1927 in the towns than 

1 Methorst, H. W., M.D.: Differential Fertility; Birth-Rates and Infantile Mortality 
in the Netherlands. Population—Journal of the International Union for the Scientific 


Investigation of Population Problems. Vol. I, Special Memoir, April, 1935. London, 
George Allen and Unwin, Ltd., 70 pp. 2s 6d net. 
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in the rural districts. In 1927 the rates were about equal in both types 
of communities. Child mortality was highest among the Roman Catho- 
lic and lowest among the Christian Reformed and Reformed Church 
groups. It was also less in the upper than in the lower income classes, 

The terms “town” and “rural” areas will be misleading to American 
readers. The former comprise Amsterdam, Rotterdam, Utrecht, and 
Dordrecht, which in 1930 had populations ranging from 56,000 to 
757,000 inhabitants, while the “rural” areas comprise 103 communities 
with populations ranging from 4,000 to 10,000 inhabitants. 

The income classification in the 1927 study distinguished five groups 
on the basis of income tax returns. In 1897 a four-fold classification 
was used and it was based on rentals. The lack of comparability makes 
it impossible to secure precise information on trends in the fertility 
or mortality of specific classes. 

Unfortunately, the monograph is not a satistactory treatment of the 
excellent material made available for it. The text is difficult to read 
and not particularly helpful. Too much space has been given to over- 
elaborate tabulations and too little to the presentation of basic data 
which would permit the student to carry out his own analysis. Child 
mortality is more often misleadingly expressed as the per cent of 
families in which there were 0, 1, 2, et cetera, deaths, than in terms 


of the number exposed to the risk of death. In spite of these difficulties, 
the monograph will be valuable to students of differential fertility for 
‘the unique data which it makes available. 


Frank W. NoresTEIN 





